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THE SURGICAL ASPECTS OF 
DYSPEPSIA 

Br D. P, D. WILKIE. O.B.E., M.D., F.R.C.S. 

Professor of Surgery, University of Edinburgh. 

O NE of the most interesting problems in medical 
practice is the sifting out of evidence and the 
building up of a diagnosis in the case of the patient 
complaining of dyspepsia. Familiarity with the essen¬ 
tial features of the different diseases associated with 
dyspepsia justifies some assurance in differentiating 
the acute discomforts of the functional upset, the 
gastric manifestations of constitutional disease, the 
reflex gastralgias of chronic visceral infections and the 
symptoms of organic trouble in the stomach or 
duodenum. In some cases from the history of previous 
good health, of an onset following some worry, chiU, 
loss of sleep or dietetic indiscretion, there may be little 
difficulty in diagnosing a functional disturbance which 
will yield quite readily to treatment. In other instances 
the general appearance of the patient may furnish the 
clue, e.g. the facies of the phthisical patient will at 
once turn om minds to the dyspepsia of tuberculous 
disease, a complaint of headache and giddiness, and 
the presence of a slight puffmess of the face and a high 
tension pulse suggest the dyspepsia of renal disease. 
Similarly, in men over fifty years of age, the gastric 
disturbance associated with backward pressure on the 
kidneys must be borne in mind, inquiry made as to 
bladder function and the state of the prostate deter¬ 
mined. In the thin asthenic type of female a general 
visceroptosis and lack of tone in the abdominal muscles 
may be the only discoverable abnormalities. If no 
general conditions such as the above be found we must 
then ask ourselves the following two questions:— 
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(1) Are the symptoms dependent on some oiganio 
lesion in the stomach or duodenum, or are they reflex 
lErom disease or disorder in some other abdominal 
organ? (2) If organic disease be present, can it be 
successfully treated by medical measures, or must 
recourse be had to surgery ? I propose to draw attention 
to some points m the diagnosis of the various lesions 
commonly causing dyspepsia and to discuss briefly the 
indications for surgical interference. 

PEPTIC ULCER 

Whereas some peptic ulcers give rise to very few 
symptoms until perforation or haemorrhage proclaims 
its presence, as a general rule ulcer cases give a very 
characteristic history of intermittent and stereotyped 
dyspepsia. It is seldom that an ulcer does not cause 
attacks of indigestion, lasting for some weeks, with 
intervals of freedom lasting for some months. Regularly 
periodic indigestion is very seldom found apart from 
ulcer. It is the rule to find that in the early period of 
the history the attacks of pain are clear cut and defined. 
They last two or three weeks, the pain comes on with 
clock-like regularity at a definite time after food and 
possibly wakens the patient at night. In long-standing 
oases the symptoms become less salient but more 
constant. Vomiting is rare in duodenal and quite 
common in gastric ulcer. A clear-cut history such as is 
sketched above is strong presumptive evidence of ulcer; 
on the other hand a history in which the pains are 
irregular and capricious, and flatulence is a prominent 
feature, should suggest a reflex origin for the gastric 
symptoms. 

In first or second attacks of dyspepsia of ulcer type, 
it is justifiable to treat by dieting and medicine without 
further investigation. But in oft-recurring attacks, 
with evidence of stenosis or with a history of 
hasmorrhage, fuller investigation is demanded, llie 
lengthening of the attacks, the increasing flatul^oe 
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and sense of fullness after food, the tendency to 
Yomiting in the evenings or during the night, together 
with the discovery of a large, splashing stomach, may 
proclaim a stenosis, the simple nature of which the 
radiological findings will confirm. If a peptic ulcer be 
demonstrated by X-rays is surgical treatment required ? 

The surgery of peptic ulcer. — A. few years ago there 
was a strong reaction against surgical measures in the 
treatment of ulcer and in favour of prolonged medical 
treatment. This was consequent to the numerous bad 
results which had followed the indiscreet use of smgery 
as a quick method of treatment in ulcer cases. Now 
surgery is again being more frequently employed, but 
with deliberation and discrimination. The treatment 
of peptic ulcer is primarily and essentially medical, but 
there are certain conditions which render surgery 
necessary for its safe and successful therapy. In the 
case of duodenal ulcer these conditions are :—(1) Sten¬ 
osis with dilatation of the stomach and gastric stasis; 
(2) persistent recurrence of symptoms after medical 
treatment; (3) inability of the patient to carry out 
adequate medical treatment; (4) two or more 
hsemorrhages. 

In gastric ulcer the same conditions hold good but, 
in addition, the possibility of malignancy supervening 
makes a direct surgical attack on the large, chronic 
and penetrating ulcer desirable. This attack will 
usually take the form of a partial gastrectomy. If 
great care and discrimination be exercised in selecting 
the case for operation and in selecting the proper 
type of operation in that case, the surgical treatment of 
peptic ulcer will give a high percentage of satisfactory 
results. It is not an alternative to medical treatment, 
it is complementary to it and, in the suitable case, 
should be interpolated in the medical regime. In many 
oases timely surgery may mean a new lease of life for 
the patient; but ill-advised or ill-designed surgery 
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may transform discomfort into lasting disability. 

The bleeding ulcer .—^Haemorrhage is frequently the 
feature of the ulcer case which first raises the question 
of surgery. While it is a firmly rooted belief that 
patients very rarely die of haemorrhage from a peptic 
ulcer, this belief is not supported by evidence. Bulmer 
found a mortality of 11 *5 per cent, in cases of haemate- 
mesis from peptic ulcer, the death-rate in the male being 
twice that in the female sex. Repeated haematemesis or 
melaena, leading to prostration, especially in a male 
subject, must always call for consideration of surgical 
intervention. Short of operation the most effective 
method, both of stopping the haemorrhage and main¬ 
taining the strength of the patient, is a blood 
transfusion. In the severe case this should always be 
tried first and, if it fail, operation recommended. 
Apart from its use as an immediate life-saving measure, 
operation should always be considered when two 
attacks of pronounced bleeding have occurred. 

GASTRIC CARCINOMA 

Of all forms of carcinoma which the surgeon is 
called on to treat, this is the most disheartening. 
There are two reasons for this:—(1) The onset and 
early stages of the disease are so insidious that the 
patient does not seek advice until the process is well- 
established. (2) The vascularity of, and free lymph 
drainage from, the stomach, and the periodic vascular 
congestion following meals, render early lymph and 
blood spread easy, and glandular, peritoneal and 
hepatic metastases all too common. If the carcinoma 
commence at the pylorus the symptoms and signs of an 
obstructive lesion may bring the patient early, and 
allow of a diagnosis in time for successful extirpation 
of the growth by surgery. The majority of gastric 
growths do not start at the pylorus but proximal to it; 
obstruction is not then a usual feature, pain may be 
absent in the early stages, and the only symptoms may 
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be a loss of energy, loss of appetite and loss of weight. 
It is essential, therefore, that we should be on guard 
and suspect the presence of this very common form 
of cancer when faced with a patient complaining of 
vague symptoms of ill-health and ill-defined dyspepsia. 

Two special examinations should invariably be 
made—^a test meal to ascertain if free HCl. be present, 
and a radiological examination. The latter will often 
reveal a carcinoma long before the clinical picture 
raises more than a suspicion. Unless there be very clear 
evidence of extensive metastases it is always well to 
explore the abdomen in cases of gastric carcinoma. 
Sometimes one finds the growth less extensive than 
was expected, and resection is possible. Occasionally, 
if pyloric or duodenal obstruction is present, a short- 
circuiting operation will give some months of comfort, 
and even when nothing can be done at all there is often 
a curious Indian summer of betterment before the final 
weakening shadows fall. 

REFLEX DYSPEPSIA 

Appendix dyspepsia .—^There has recently been a 
considerable difference of opinion as to whether there 
is such a pathological entity as chronic appendicitis. 
While most of us will admit that the appendix takes 
more blame than is its due and is frequently sacrificed 
on the altar of diagnostic perplexity, we will neverthe¬ 
less maintain that a chronic grumbling inflammation 
of the appendix does not only occur but frequently 
gives rise to chronic and troublesome dyspepsia. 

The characteristic features of such dyspepsia are 
the irregularity of its incidence, the absence of the 
clear-cut periodicity of ulcer, the susceptibility to 
discomfort after special articles of diet and, possibly, 
the presence of an occasional ache or discomfort in the 
right lower quadrant of the abdomen. On examination 
we find frequently a dirty tongue, no epigastric tender¬ 
ness but definite tenderness in the right iliac fossa, and 
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often a complaint of vague pain in the epigastrium 
when pressure is made over the appendix. 

X-ray examination is helpful as it usually shows 
an irritable stomach with slight delay in emptying, a 
spastic duodenal cap, frequently some stasis in the 
lower ileal coils, and definite tenderness over the caecum 
on screen examination. It may be possible to make out 
an irregular, segmented shadow of the appendix which 
empties slowly; the indirect evidence is, however, the 
more valuable. In some cases it is wiser to give a 
gall-bladder dye test as well, as the difficulty is not to 
say whether the appendix is diseased but whether it is 
the sole cause of the dyspeptic trouble. When there is 
evidence of appendicular disease it is folly to persevere 
with medical treatment for indigestion until the 
appendix has been removed. 

OaU-bladder dyspepsia .—It has been estimated from 
the statistical records of the gastro-enterological 
departments of several American hospitals that gall¬ 
bladder disease comes first in frequency in the list of 
causes of dyspepsia. Certainly among women I 
should put it easily first. While most commonly 
found in middle-aged, stout, multiparous women it 
occurs at all ages and in all types, including those of 
spare, asthenic and visceroptotic build. 

Discomfort, directly after food, flatulence and a 
sensation of distension in the upper part of the 
abdomen are the characteristic featmes. The taking 
of cooked fat in any form will usually cause discomfort 
and will sometimes precipitate an attack of acute pain. 
Aching in the right shoulder blade, often described 
as rheumatism, is common. Acute pain at the tip 
of the right shoulder is si^iificant but only occasional. 
Aching pain under the right costal margin, especially 
after a chill or on active exertion, and a variable 
tenderness to touch in this region are characteristic. 
A history of acute attacks with malaise, fever, a faint 
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tinge of jaundice and pronounced tenderness below the 
ninth costal cartilage point to recurring attacks of 
obstructive cholec 3 rBtitis from a stone blocking the cystic 
duct or neck of the gall-bladder. DelSnite jaundice, 
associated with pain, a rigor, fever and loss of weight 
metms that a stone is present in the common bile duct. 

In doubtful, and indeed in aU cases without 
jaundice, confirmation of the diagnosis by an X-ray 
examination after dye is helpful in deciding both as 
to the presence of disease and to the need for surgery. 
It is wise to give a barium meal after the dye. In 
quite a fair percentage of cases (roughly 8 per cent.) 
in females a duodenal ulcer will be demonstrated 
when the clinical picture suggested gall-bladder trouble. 
This cholecysto-duodenal syndrome” is met with 
chiefly in well-nourished housewives who stifle their 
hunger pains ere they are recognizable, and obscure 
the ulcer picture. Not infrequently a history strongly 
suggestive of gall-bladder trouble is obtained, local 
tenderness is elicited, but from the dye test a normally 
functioning gall-bladder is reported. Such a finding 
will naturally weigh against operative interference 
and suggest a continuance of treatment on medical 
and expectant lines. It must be remembered, however, 
that in the end the clinical evidence is of greatest 
moment, and that a continuance of symptoms in such 
a case is an indication for operation. 

The indications for surgical treatment in biliary 
dyspepsia are:—(1) Recurring attacks of colic, in¬ 
dicating the presence of stones; (2) an attack of 
acute obstructive cholecystitis; (3) persistent dys¬ 
pepsia in spite of avoidance of fats and the taking of 
drugs to promote a flow of bile; (4) symptoms of stone 
in the common bile duct; (5) evidence of secmidary 
toxic effects, e.g. chronic rheumatism, cardiac disorder, 
etc. Now that the surgery of the biliary passages has 
attained a standard of safety and success higher than 
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that for any other abdominal organ, and as we know that 
the late complications of biliary infection are numerous 
and often fatal, it is difficult to justify prolonged 
expectant measures when a diagnosis of cholecystitis 
with gall-stones has been made. On the other hand, 
before allowing a patient with biliary disease to undergo 
operation it is necessary to see that she is in the best 
possible condition. Such patients are usually stout and 
often breathless on exertion. A period of three months 
on a reducing diet and regulated exercise should be 
prescribed and supervised. Such preliminary treatment 
makes operation both easier and safer. It must also be 
stated that operations on the biliary passages present 
many pitfalls for the inexperienced or unwary operator, 
and such operations must not be embarked on light- 
heartedly by those who have had no special training. 

MULTIPLE LESIONS 

It must always be borne in mind that lesions may 
be foirnd in stomach, duodenum, gall-bladder and 
appendix in the same patient. A clinical picture, 
which otherwise would be confusing, may become 
clear if we remember that the “ abdominal triad ” 
of lesions, namely, duodenal ulcer, cholecystitis and 
chronic appendicitis, is by no means uncommon. I 
have operated on some thirty cases in which all three 
organs were diseased and were dealt with, and 
repeatedly we have found that a streptococcus can be 
grown from each of the lesions. Failure to deal with 
each and all of the lesions may lead to a continuance of 
symptoms and be the cause of a standing reproach 
to surgery. 

For the successful treatment of the various conditions 
which give rise to dyspepsia there must be that accurate 
clinical study on which refinement in diagnosis depends. 
In this field, as in so many others, surgery must be 
ancillary to medicine, and in its practice the preparation 
and the after-care of the patient may equal or surpass 
in value the surgeon’s purely operative skill. 
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FLATULENT DYSPEPSIA; ITS 
CAUSES AND TREATMENT 

By JOHN HENDERSON, M.D., Ch.B., F.R.F.P.S.G. 

Professor of Medicine, St. Mungo's College, Olasgow ; Visiting 
Physician, Glasgow Royal Infirmary. 

T he above subject, with which I have been invited 
to deal in this article, can only be approached by 
some attempt to define a term which at the present 
day is used rather loosely and vaguely. It is largely 
a “ lay ” term with a wide reference to all forms of 
gastric disorder in which flatulence is a prominent 
feature, and in which there is not any discoverable 
organic lesion. Even medically it is commonly used 
with similar significance, as it is a diagnosis which 
meets with ready acceptance by the patient and the 
patient’s relatives. Flatulence, or the presence of an 
excess of gas in the gastro-intestinal tract, may occur 
simultaneously in the stomach and intestine, though 
in the majority of cases it is confined to the stomach. 
Obviously it may result from: (1) An excessive 

production of gas of some kind from chemical changes, 
usually by fermentation or by putrefaction; (2) an 
excess of air swallowed—aerophagy in some form; 
(3) deficient elimination or absorption. 

Aerophagy .—In ordinary circumstances in health a 
c ertain amount of air is swallowed : (1) With food, more 
with fluids than solids, and more when feeding is 
hurried and mastication deficient; (2) with saliva, and 
hence more when for some reason this is excessive. In 
certain diseases also associated with pain, particularly 
when this pain is paroxysmal as in cardiac disorders, 
angina pectoris, and various types of colic, especially 
hepatic, the cessation of pain is often associated with 
copious eructations. The origin of the flatulence here 
is doubtful, but is most likely air swallowing. 

The term aerophagy here is used to describe a 
condition which may arise from an acquired habit, 
unconsciously, particularly in those with some form of 
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digestive difficulty, or more classically at the present 
day it refers to the several types which occur indepw- 
dently of dyspepsia and as part of a pure neurosis. In 
the former type the patient has a feeling of discomfort 
or distension in the stomach, which is felt to be due 
to ** wind,” and which he attempts to ease by eructa¬ 
tion. As there may be little or no excess of gas the 
attempt is unsuccessful and results in the swallowing 
of air. Repeated attempts, however, result in such an 
accumulation of air that eructation is ultimately 
successful and apparent relief ensues for a time. This 
may become a habit. In the latter and more severe 
tyx)e there may be severe attacks of noisy eructations 
following one another in rapid succession, perhaps 
going on for hours or days, and in some such cases 
mental excitement produces a paroxysm. Large quan¬ 
tities of air are swallowed with saliva until the stomach 
is distended, when spasmodic movements of the 
diaphragm are set up which pump the air backwards 
and forwards between the stomach and oesophagus, till 
finally it is expelled with a noisy report. The whole 
process may be clearly observed in some cases, but in 
others the air-swallowing may not be perceptible. The 
gas thus eructated is, of course, odourless and tasteless. 
This condition is more common in hysterical women 
and neurasthenics, but has also been observed in 
children, and several instances have been noted in one 
household. These cases would appear to be rather on 
the increase, as I have seen several within recent weeks. 

One interesting case was that of an old lady, over 80 , who waa 
quite certain that she had an obstruction in her gullet, and made 
continuous efforts to get rid of this by eructation. Though an 
examination by X-rays during and alter an opaque meal showed 
no such obstruction, and ordinary clinical examination of the chest 
and examination by throat specialist revealed no reason for her 
symptoms, she remained quite unconvinced. She did swallow a fair 
amount of food, both liquid and solid, none of which was returned, 
but even this (fid not dispel her illusion. Her stomach was enor- 
mousfy distended with air swallowed during her exertions, uid the 
belching-of air went on almost constantly with considerable noise. 
The distension of the stomach was on occasion so great-as to become 
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painful, the condition of pneiunatosis. 

Deficient elimination of gas will occur whenever 
there is diminished absorption owing to catarrhal 
conditions, or to portal obstruction in hepatic cirrhosis, 
or cardiac failure with consequent backward pressure, 
or when there is an atonic dilatation. Swallowed air 
and the gases of fermentation are insufficiently absorbed 
with the result that fiatulence may become a trouble¬ 
some feature. 

With the increase of accuracy in diagnosis in gastric 
disorders due to modem methods of examination the 
term dyspepsia has acquired a much more limited 
significance, and many cases formerly grouped as acid 
dyspepsia, or atonic dyspepsia, are now recognized as 
early stages of gastric ulcer or catarrh, as mild cases 
of acute gastritis, or as symptomatic of general affec¬ 
tions, such as anaemia or renal disease. Apart then 
from definite organic lesions in the stomach which give 
rise to dyspeptic symptoms, two groups of cases are 
separable : (1) Functional dyspepsia, i.e. without 
obvious pathological changes; (2) nervous dyspepsia, 
associated with definite nervous temperament or with 
definite neuroses, such as neurasthenia or hysteria. 
The distinction between these is, of course, somewhat 
arbitrary, as both are based on distmbances of fimction, 
either motor, sensory, or secretory, or a combination 
of these. 

So far as flatulence is concerned, it is almost entirely 
found (at least in a well marked degree) in cases in 
which the disorder is an error of defect. Hypochlor- 
hydria, or sub-acidity, is met with in those who follow 
sedentary mental occupations, especially towards 
middle age, in women towards the climacteric period, 
or associated with neurasthenia or hysteria. Accepting 
this as the special type of flatulent dyspepsia for the 
purpose of this paper, the most constant symptom is a 
sensation of fulhiess and oppression in the epigastrium 
and under the left costal margin, which may amoimt to 
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actual pain. This conies on soon after the taking of 
food, and persists often for most of the day, with 
flatulence, headache, drowsiness, and constipation. 
Vomiting is not a feature, but when it does occur it 
affords a welcome rehef. The tongue is pale, flabby, 
broad, and indented by the teeth. The distension of 
the stomach by gas may cause upward pressure on the 
diaphragm, and this in turn may give rise to cardiac 
embarrassment with palpitation and fluttering in mild 
cases, attacks of pseudo-angina in others, and even 
may induce an attack of true angina or asthma in those 
liable to such paroxysms. The condition may be 
partially reheved by gaseous eructations. Full inquiry 
should be made, as in all cases of disturbed digestion, 
of the time taken over meals, the nature and the 
quantity of food taken, and the regularity of feeding. 
Deficient teeth, deficient mastication, and constipation 
are almost always the prominent features in the history 
and etiology. 

The above condition is often associated with defec¬ 
tive motility of the stomach, and may then result in 
atonic dilatation (i.e. non-obstructive) due to atony of 
the muscular coat. This tends to be progressive unless 
the cause is removed. A history of poor general health, 
chronic dyspeptic symptoms, and obstinate constipa¬ 
tion is often obtained. Poor physique, and bad or 
deficient teeth are almost constant accompaniments. 
In this form liatulence is a prominent feature, usually 
with fermentation as the condition becomes more 
advanced, and a test meal shows the lack of free hydro¬ 
chloric acid, though the total acidity may be normal 
or increased owing to the increase of organic acids. An 
X-ray examination after an opaque meal shows the 
shape and outline of the stomach, the position of its 
lower border, and the lack of motihty with prolonged 
retention. Complete absence of free hydrochloric acid 
in the. gastric juice (achlorhydria) is rare in functional 
or nervous types of dyspepsia, though it is an almost 
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constant feature in cases of chronic gastritis, carcinoma 
of the stomach, and diabetes meUitus, and is a charac¬ 
teristic precursor or accompaniment of pernicious 
ansemia. The most extreme type, achylia gastrica, 
in which there is entire absence of gastric juice, both 
acid and ferments, is rare as part of a pure neurosis. In 
any case, it is as a rule associated with hypermotility, 
so that there is little time for gas formation. This 
condition can only be diagnosed by complete gastric 
analysis. 

The diagnosis of aerophagy is not, as a rule, difficult 
when the physician has an opportunity of observing 
the patient during a spasm or paroxysm of eructation. 
The patient collects some saliva in the mouth, slightly 
flexes the head on the chest, closes the mouth and 
swallows. Thus the air is forced into the oesophagus, 
producing a sound which is believed to be an act of 
eructation whereas in reality it is the opposite. On 
opening the mouth air is belched forth noisily, and 
then swallowing and eructation follow closely on one 
another. When in doubt the diagnosis can be con¬ 
firmed by X-rays, under w'hich by suitable arrange¬ 
ments the whole process may be observed in operation. 

TREATMENT 

In all cases of flatulent dyspepsia it is safe to say at 
the outset that success in treatment can seldom be 
expected if the gastric symptoms alone are considered. 
Attention should be directed in the first instance to the 
cause or causes in operation, and these should, if 
possible, be removed or corrected, and any constitu¬ 
tional condition suitably dealt with. Worry and 
mental exhaustion are best countered by change of air 
and scene when this is possible, and in cases in which 
the neurasthenic or neurotic factor is strong a course 
of Weir-Mitchell treatment, with isolation, absolute 
rest, and massage, may be beneficial. 

The importance of dental attention cannot be too 
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strongly emphasized, as proper mastication of food is 
the foundation of all treatment. Bad teeth should be 
removed, defective teeth suitably treated, and a 
sufficiency of teeth insisted upon, and generally the 
proper toilet of the mouth should be stressed. Consti¬ 
pation, which is almost universal in such cases, should 
be corrected, not by occasional purges, but by regular 
stimulation of the bowel. In this connection abdo¬ 
minal massage suited to each individual patient is a 
valuable aid, perhaps supplemented by abdominal 
exercises. Regular exercise should be advised, avoiding 
over-fatigue. A short rest both before and after meals 
is beneficial, though not always possible. Faults of 
hasty eating, overeating, or overdrinking should be 
corrected, and the times of meals suitably spaced. It 
is advantageous to prescribe in detail the diet suitable 
for each case, as thus both the quality and the quantity 
can be regulated. As a general rule, aU highly-seasoned 
or indigestible foods should be forbidden, and unless 
alcohol in some form is considered necessary it is better 
omitted. Even tea should be weak and used sparingly. 
The use of tobacco should be restricted, and in some 
cases (especially where acid is in excess) forbidden. 

These are general rules which can be adapted for 
application to all cases, but with regard to medicinal 
treatment it is of the utmost importance to avoid 
indisc rimin ate drugging, as such patients are only 
too apt to fly from one remedy to another, and to add 
a “ drug dyspepsia ” to their original ailment. We 
should discourage at every opportunity the habit 
which is very prevalent at the present day of what 
may be termed “ drawing-room prescribing,” on the 
ground that what is suited to the needs of one may be 
entirely unsuited, or even harmful, to others. Medi¬ 
cinal treatment to be on proper lines must be directed 
both to the general and the local needs. Tonics mr 
sedatives may be necessary as the case demands, and 
the constipation which is an almost constant feature 
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should be regulated by a cascara preparation, either 
the evacuant given thrice daily in suitable doses or 
cascara given in a mixture form thus :— 


B Ext. case. sag. liq. 
Liq. potasste 
Tinct. nuc. vom. 

Aq. chloroformi ad 
Sig. 3 t.i.d., a.c. 


- 5 iss 

- 3 iii 

- 3 iii 

- 5 vi 


I have found magnolax a very useful remedy in all 
forms of gastric and duodenal disorder, given twice or 
thrice daily in dosage sufficient to produce a daily 
evacuation. Further medicinal treatment should be 
on lines calculated towards correcting deficiencies or 
neutralizing excesses in the gastric juice in the various 
types of disorder to which reference has been made. 
The best results therefore can be expected in those 
cases only in which a careful gastric analysis has been 
carried out to provide the necessary data. 

When hypochlorhydria is present special dietetic 
instructions should include limitation or exclusion of 
meats and farinaceous foods, and especially of bulky 
vegetables, as potatoes and cabbage, and the exclusion 
of pastry and other indigestible articles. Fats should be 
avoided, though butter may be allowed in moderate 
quantity. Light, strained soups may be permitted. 
Meals otherwise should be dry, fluids only to be taken 
after the meal. Tea, if taken, should be weak. It may 
be thought advisable in this form to allow a little 
whisky or brandy. An alkaline bitter mixture given 
before meals is often valuable in neutralizing organic 
aridity, and may improve both appetite and digestion 
by stimulating gastric secretion. Such a mixture may 
take this form:— 


E Sod. bicarb. 

Tinct. nuc. vom. 
Inf. gent. co. 

Aq. ohlorofonni ad 


- gr. XV 

■ Tilv 

■ 3 ii 

- Si 


Hydrochloric acid, with or without pepsin, is 
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essential in such cases ;— 

B Ac. hydrochlor. dil..HI xx 

Glyc. pepsini.3 * 

Syr. aurantii.HI xx 

Aq. ad.3 iv 


Sig. To Ik* taken 15 or 20 minutes after meals. 

For the relief of flatulence, should it be necessary, 
sipping hot water, plain or \»ith added carminative as 
peppermint or cinnamon, may be beneficial, or a few 
drops of the essential oils may be given on sugar. When 
the deficiency of acid is greater, as in achlorhydria or 
achylia, naturally much greater doses of hydrochloric 
acid are called for, up to 3ii or even more without or 
with pepsin, with a flavouring of orange juice or syrup, 
and given well diluted to be sipped during meals. 
Experimentally it has been found that the individual 
need for acid in such cases is a variable quantity, so 
that the requirement for each case may only be arrived 
at by trial. 

Atonic dilatation .—Here the regulations as to diet 
are similar to the foregoing, but the meals should be 
in smaller quantity as well as dry; the fluids are better 
taken between meals. Alkahne bitter mixture before 
meals as before, with acid following, should be 
employed, but it may be considered advisable to sup¬ 
plement these by a pill calculated to increase the 

muscular tone of the stomach :— 

B Ext. physostigmin. - . - . 

Ext. nuc, vom. - - • - >aa. gr. J 

Excip. q.8. . J 

Sig. One pill night and morning. 

In this form a daily stomach lavage may be necessary 
at the outset, and abdominal massage and exercises 
shoiild be advised. Short-circuiting operations should 
be reserved only for cases in which the above line of 
treatment fails to relieve the condition, or those in 
which there is marked difficulty in emptying the 
stomach, as shown by X-rays and evidence of fermen¬ 
tation. Such extreme measines are rarely necessary. 

HypercfUorhydria .—^In those cases of hyjwrchlor- 
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hydria which may be associated with flatulence, the 
diet should consist of light meats and proteins, fish 
and eggs, but soups are better excluded, as well as all 
greasy materials except butter in moderation. An 
alkaline mixture or powder after meals is indicated, 
and it is advisable to time the dose so as to anticipate 
the main increase in acidity. This can, of course, 
only be accurately done with the aid of a fractional 
test meal, but, as a rule, the most suitable time is a 
half to one hour after meals: 

B Sod. bicarb.. 

Bism. oxycarb..>aa. gr. xx 

Magnes. carb. lev. . ... J 

Sig. To be taken in water or milk. 

Or this combination may be given in mixtime form 
with sufficient mucilage, and perhaps then supple¬ 
mented with benefit by the use of a carminative water 
as vehicle. 

In the purely nervous types, tonic or sedative drugs 
may be required, or special combinations to correct 
deficiencies or excesses as shown by gastric analysis, 
but the main line of treatment here is to gain the 
confidence of the patient, and, organic disease being 
excluded, to give him assurance as to recovery. 

Aerophagy may call for special treatment. Many 
cases subside when the true condition is carefully ex¬ 
plained to the patient and suitable restrictions are made 
as to eructations, but in more severe cases more may 
be required. It may be necessary to isolate the patient 
and to use disciplinary measures, including the periodic 
passage of the stomaoh tube, keeping it in position for 
several minutes. Actual lavage of the stomach may at 
times be considered beneficial. It is well to remember 
that this condition is prone to relapse, and the know¬ 
ledge that such relapse may call for a repetition of 
disciplinary measures is often a good corrective for the 
patient. Belladonna or atropine in careful dosage, 
with a carminative or sedative vehicle is at times of 
service in relieving the actual spasms. 
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SOME CHRONIC MILD 
DIGESTIVE DISORDERS IN 
CHILDREN 

By C. PAGET LAPAGE, M.D., F.R.C.P. 

Physician, Royal Manchester Children's Hospital; Physician to 
Children, St. Mary's Hospital, Manchester; Lecturer, Diseases in 
Children, Manchester University. 

nmtODUCTOEY 

T his article deals with chronic forms of disordered 
digestion of the upper digestive tract in children of 
older age than infancy, the digestive disorders of infants 
being referred to only in so far as they affect later 
childhood. At a young age it may be very difficult 
to trace the cause of chronic alimentary disorder, and 
there may be no evident disease or palpable lesion. 
The child may make very little complaint and may not 
be able to describe symptoms or locate pain. Never¬ 
theless, efficient diagnosis is necessary for effective 
treatment. A detailed questioning of the mother is 
very important because generalizations may be mis¬ 
leading. For instance, “ vomiting ” may to her 
describe posseting, regurgitative sickness, sudden 
empt3dng after overloading, the projectile vomiting of 
cerebral lesion or of pyloric stenosis or the sickness of 
migraine or of acidosis. The vomitus may consist of 
unchanged food or may be bilious, curdled, or excep¬ 
tionally sour; stools may show many peculiarities and 
not merely looseness or constipation; pain may occur 
immediately after food or some time after, may follow 
exertion, and must be distinguished from tenderness. 
Time spent in obtaining a careful history is therefore 
seldom wasted and may point at once to the correct 
line of treatment. 

As a preliminary to treatment we have to realize a 
little about physiology and anatomy. We should 
visualize the intestinal villi and their power of absorption 
and the smearing over them of a fine food emulsion. This 
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emulsion should contain the correct balance of fats, 
proteins and carbohydrates because they have to be 
in the right proportion to one another for the proper 
absorption of each to take place. The pylorus and 
duodenum should allow such an emulsion to pass in 
an unhurried manner and in not too large a quantity 
on into the small intestine. The blood supply must be 
healthy and able to absorb the nourishing parts of the 
food, especially proteins, fats and carbohydrates, and 
vitamins and salts. Badly cooked food and badly 
served food is physiologically unsound because attrac¬ 
tiveness in food is most important for creating an 
appetite, and appetite is essential for the proper 
functioning of digestion. A finicky ailing child needs 
great care and patience to tempt him to take food, 
and even a hungry child is much the better for well- 
chosen food, warm, properly cooked and nicely served. 

The digestive tract consists of soft-walled distensible 
chambers furnished with glands and lined by secreting 
and absorbing mucous membrane. The movements to 
and &om the chambers are controlled by valves and 
nemo-muscular mechanisms such as those of the glottis, 
the cardiac end of the stomach, the pylorus, the 
duodenum and ileo-caecal valves. Comfortable swallow¬ 
ing, pyloric relaxation and contraction, duodenal 
filling and empt3dng, unhurried and free movement of 
the small intestine to allow absorption, and the mass 
movements and sudden shiftings of large amounts in 
the large intestine are needed for healthy digestion. 
Barclay ^ suggests that movements of food in the 
upper part of the tract are due to action of the 
muscularis mucosae and not to peristalsis. His term 
“ rippling ” is a better one than “ churning,” and 
describes what we can imagine to be the ideal method 
of throwing the food emulsion about on the mixing 
and absorptive apparatus of the linings of the stomach 
and small intestine. It is also important to remember 

X s 2 
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that disturbance of stimuli in the lower part of the 
intestinal tract may upset contraction and dilatation of 
the valves in the upper part. Thus an ileo-colic disturb¬ 
ance may upset pyloric action. 

Disposition has an effect because digestive powers 
differ greatly in different children. For instance, a 
tendency to duodenal attacks may nm in a family. 
Some children (the exudative type)* seem to have 
“ liverish ” attacks if they have much fatty-acid 
producing food. They have a series of what are usually 
called “ chills on the hver ” when bile secretion may 
be disturbed with whitish stools or even with jaundice. 
There may also be an infective element in the causation 
of these attacks. We shall deal with them under 
duodenal and acidosis attacks. In these and other 
children excitability and excessive mental energy may 
cause excessive peristalsis or a nervous spasm of the 
bowel which will be considered later under “ spastic 
colon.” 

Some children use up their blood-sugar rapidly and 
need a carbohydrate snack if they go without food for 
long. Glucose is a fashionable remedy at present, but 
boiled sweets and biscuits are often quite efficacious 
unless quick action is needed. Others again are thin 
and lean and need a large intake because they have a 
large calorie loss. Others are conservative and anabolic 
and remain well nourished on small amounts of food. 
A dispositional hypochlorhydria is well known to 
occur in families, and allergic reactions may affect 
absorption of foodstuffs by the villi. 

Finally, digestive disturbances may be infective in 
origin and Wve nothing to do with disposition. 
Gastritis and enteritis due to some infective micro¬ 
organism may leave behind an irritable condition of 
the mucous membrane, especially that of the villi, 
prolonged treatment with light diet and avoidance of 
certain foods being necessary before the mucous 
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membrane recovers its functions. In such cases it is 
a bad mistake to add to the work of an already over¬ 
loaded mucous membrane by too rich feeding early on 
in the illness. The reflex effects of infections of the 
appendix or mesenteric glands must also be remem¬ 
bered. 


KBOATIVISM AND FOOD BEFUSAL 

Some children are very difficult to feed and appar¬ 
ently have a constitutional aversion to much food. 
This aversion and anorexia are sometimes due to 
digestive disturbances in infancy which have left their 
effect on the digestive organs and their juices. At the 
age of, say, two to four years such children show 
marked anorexia and may refuse to chew or swallow, 
often keeping a bolus of food between the cheek and 
gum for hours. They cause great anxiety to the 
parents, but they usually improve as time goes on. 
They may be of the sensitive nervous type, and are 
thin and pale, but they are potentially fairly healthy 
and respond gradually to efforts to feed them. We 
can use digestive tonics such as nux vomica and 
gentian, dilute nitric acid, or aids to digestion such as 
peptic or diastatic preparations. Takadiastase gr. iv 
t.d.s. is often useful. For the promotion of appetite it 
is important not to impede digestion with rich tonics 
but rather to use aids to elimination and digestive 
tonics such as rhubarb and soda and nux vomica. 
Sometimes more highly flavoured foods are better 
taken than the usual nursery diet, and if so there is 
no harm in giving on common sense lines a mixed diet 
with more tasty foods if the child prefers them. 

Other children may develop and carry on to the age 
of even four or flve years a more passionate form of 
negativism. They are generally strong-willed and 
emotional children who have developed the habit of 
resisting the efforts made to feed them. Very often 
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these efforts are fussy ones and due to over-anxiety 
on the part of the parent or nurse. The child’s meal 
becomes a centre of observation and notice, and all 
this reacts on a certain type of child. The persistent 
efforts of a painstaking, but not naturally confident, 
mother or nurse irritate the highly intelligent and 
sensitive child. A battle of wills ensues, often pro¬ 
longed and it may be stormy. Each recurring struggle 
accentuates the refusal until the mere sight of food may 
send the child into a passion. 

Treatment is obviously chiefly on the lines of manage¬ 
ment such as meals with other children or with other 
people in the house. A stay in a nursing home is 
usually successful and whoever has charge must be 
breezy and confident and avoid all glances or whispers 
or gestures which let the child feel that an interest 
centres around its meals or the amount it takes. Such 
children may take medicines quite well and even feel 
offended if they are not given regularly. This is the 
spirit to cultivate with regard to food if possible. 

CONGENITAL, MECHANICAL AND NERVOUS CONDITIONS 
OF THE UPPER ABDOMINAL TRACT 

The habit of sivaUotving air is not very uncommon. 
It may persist from infancy or be hysterical in nature. 
Treatment is by educative measures through which the 
child develops more control of co-ordination of swallow¬ 
ing, by choice of a diet and by more careful chewing. 
Regurgitation due to acTuilaaia or spasm of the cardiac 
end of the stomach is rare but does occur. Treatment 
is by dilatation methods. True rumination^ in which the 
child regurgitates part of the meal and chews it, is 
rare. There is usually a definite family history and the 
condition is difficult to cure. Some children show 
signs resembling rumination but are not real cud- 
chewers. Owing to chronic pyloric trouble and re¬ 
gurgitation they have learnt to bring the food back 
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into their mouth and to savour it. The habit usually 
disappears in time but may return periodically and 
may need medical measures for pyloric delay, such as 
belladonna, lavage and sodium bicarbonate. 

Pyloric spasm vnth occasional sour butyric acid 
sickness. —Chronic pyloric obstruction may be due 
either to spasm or to a modified degree of hypertrophy 
which has not been bad enough to necessitate operation. 
One occasionally sees cases like A. J., age 8, male, 
convulsions at two weeks old. Not well for three years. 
Repeated attacks of vomiting of “ food ” or “ water ” 
or “ bile,” usually one attack every two to three weeks. 
The attacks last 24-26 hours. No palpable masses in 
the abdomen but an X-ray showed poor gastric tone 
and poor peristalsis. No barium passed out of the 
stomach in three hours. In such cases there is usually 
a disturbance of innervation due to some septic focus 
or irritation and this causes the pyloric delay. Again, 
cases with sour “ butyric acid ” regurgitation and 
recurrent vomiting are not very rare especially in later 
infancy. The sour sickness is a characteristic feature 
and indicates pyloric delay and a residue from the 
previous meal. 

The treatment of pyloric delay is to allay spasm by 
small feeds at frequent intervals, to sooth the nemo- 
muscular excitability by rest and quietness and to give 
anti-spasmodics such as belladonna. For a child of four 
tr. belladonna ll\ ii-iii; sod. cit. gr. vi with syrup and 
chloroform water is suitable before meals, which 
should be at moderately short intervals and of limited 
bulk. Lavage may be necessary and so may operation, 
but in most cases treatment on the above lines wifi 
allay spasm so that the pyloric irritability gradually 
disappears. Sodium bicarbonate in fairly large doses 
before meals may be useful. It must also be re¬ 
membered that reflex spasm of valvular mechanism, 
pyloric and colic, may occur from intra-abdominal 
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septic foci, such as enlarged mesenteric glands. 

ConslipaAion .—This is too big a subject to be dealt 
with in this article though its effect in causing in¬ 
digestion and discomfort in children is considerable. 
It is important to decide which type of constipation it 
is, whether colonic or dyschezic, and to try to remedy 
it by suitable dietetic and physical measures (massage 
and exercisejrather than by medicines. Over-feeding or 
more particularly imbalanced feeding is often the cause. 

Piles are not so rare in children as one would expect. 
They do not often give rise to loss of appetite or 
indigestion, but fissures in the anus may do so because 
they upset defecation. 

Hirschsprung's disease is not often seen, though its 
treatment by sympathectomy has brought it into 
prominence of late. The final results of this operation 
are stiU under review. 

INDIGESTION ASSOCIATED WITH LOWERED GENERAL 

HEALTH 

A general low state of health with lowered muscle 
tone and anaemia is frequently produced by: (1) Bad 
hygiene. (2) Chronic toxic states,^ such as rheumatism 
and tuberculosis. (3) Nervous mental states such as 
depression, anxiety. In such conditions the lowered 
health leads to dyspepsia and indigestion. This in its 
turn reacts on the general health so that a vicious 
circle is formed. To raise the child out of such a 
vicious circle is not always easy and at the outset I 
should hke to emphasize the importance of rest, not 
necessarily rest in bed, but by keeping the child off 
his or her feet. Suitable amusement and occupation 
must be provided. 

(1) Bad hygiene .—^If the lowered health is due solely 
to bad hygienic conditions, and there is not any in¬ 
fective disease, treatment is by well-balanoed diet, 
skin ventilation, sun, rest, peace of mind and, perhaps. 
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a change of air. Useful tonics are nux vomica with 
gentian before meals or with a dilute hydrochloric acid 
mixture after food. A cod-liver oil emulsion preparation 
with malt is usually absorbed weU. If there is lack of 
tone with inefficient gastric and Intestinal rippling and 
with bowel stasis there may be constipation. The 
remedy is obviously to raise the tone of the bowel. 
Massage to the abdomen and drugs like belladonna, 
nux vomica, aloes, cascara are useful with perhaps 
occasional doses of phenolphthalein in addition. Former 
rickets may have caused anaemia and may, in my 
opinion, have a prolonged effect on fat digestion and 
liver efficiency because it has produced fatty infiltration 
of the liver. If so, avoidance of rich fatty foods and 
grey powder, say one grain twice a day, for three days 
out of ten or a mild rhubarb and soda mixture may be 
helpful. If there is a serious deficiency of either 
haemoglobin or red blood corpuscles, an iron tonic or a 
palatable and not too rich haemoglobin preparation or a 
liver extract can be given. Fresh liver extract sieved 
through fine muslin can be used flavoured with port 
wine or lemon-juice or as a sandwich, but is not so 
handy as are the various proprietary preparations. 
Ferri et ammon. cit. still holds its place amongst the 
iron preparations and with due precautions need not 
mark the teeth permanently. 

(2) Chronic rheumatism, so called®, often causes 
lowered health and indigestion. There may be naso¬ 
pharyngeal catarrh or recurring tonsillar, duodenal 
and, perhaps, appendicular attacks. There is usually 
lack of tone of the bowel with constipation, offensive 
breath, a furred tongue, a distended abdomen and 
generally dyspepsia and debility. Liver action is 
defective and may take some time to recover full 
efficiency. Duodenal attacks or “ chills on the liver ’* 
may be difficult to distinguish from appendicitis. Pale 
stools and the limitation of pain and tenderness to the 
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upper abdomen rather than to the lower are points 
which help. The curative treatment, in this type of 
case is to remove the septic focus surgically if possible. 
If a haemolytic streptococcus be present in the stools a 
light diet and efforts to stimulate natural gastric, 
liver and intestinal action are needed together with the 
administration of bowel disinfectants such as kaolin, 
sodimn salicylate, sodium sulpho-carbolate and salol. 
Autogenous vaccines may be useful. Restoration of 
tone of the bowel, however, is the most important 
method of treatment, because this means the avoidance 
of stasis and of an accumulation of mucus. Drugs like 
nux vomica, aloes, rhubarb and soda, hyd. c. cret. can 
be used to stimulate the natural forces. Massage and 
regulated exercise may be useful. The teeth may need 
attention. 

A chronic toxic state due to dosed tuberculosis may 
cause anorexia, dyspepsia, abdominal pain and ill- 
health. To shut away such a focus we must aim at 
fibrosis and calcification. Rest is needed together with 
good absorption of a rightly balanced food. Too often 
in diets for cases of early and closed tuberculosis the 
fats are pushed to excess and this interferes with the 
absorption of the aU-essential proteins. Correct food, 
good climate combined with sun or ultra-violet rays 
and the raising of the general health by tonics usually 
promote absorption and cure the indigestion symptoms. 
Creosote m emuls. ol morrhuae 3i t.d.s. is useful. 
Garlic preparations may be tried and a malt extract 
may be given with the cod-liver oil emulsion and often 
helps a return of appetite. 

(3) Nervous mental stales may have a considerable 
effect on digestion and lead to anorexia, lowered 
efficiency of gastric and duodenal and hepatic digestion 
with furred tongue and constipation. Preoccupation 
with school work, too many home lessons, anxiety 
neuroses with perhaps dread of parents, nurses. 
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teachers or older children, nerve storms and other 
similar influences are likely to lead to dyspepsia. The 
child is, however, often of a sensitive disposition, and 
naturally finicky, with fads and fancies about particular 
foods. Such fads may be quite genuine and should 
not always be dismissed as imreasonable. For instance, 
exudative children often cannot digest much rich, 
fatty food. Some children are upset by orange juice, 
others may have real food allergy and sensitiveness to 
certain foods. 

Sameness of food and unattractiveness have more 
effect on some children than on others. A little thought 
given to the daily menu, the use of relish foods like 
marmite sandwiches, cheese, and in a mild way con¬ 
diments and pickles may be a welcome relief to milk 
puddings, jam and sweet cakes. Salad sandwiches may 
also be very acceptable. We must consider that the 
digestion of a child with hypochlorhydria may be 
helped by a little vinegar and a sluggish appetite may 
be stimulated by a relish sauce. We are perhaps a 
little too liable to limit all children to a nursery type 
of diet without taking into account individual tastes. 

STOMATITIS AND GASTBITIS 

An inspection of the mouth may reveal inflamed 
areas and small ulcers. Eeddening and excoriation of 
the anus may be present. Treatment is by alkaline 
mouth washes, mild aperients, and a light diet, using 
foods which do not irritate the sore mouth. Gastro¬ 
intestinal disinfectants may be used, such as : 

B Sod. bic..gr. iv 

Glytser. acid, carbol..Hlii 

Syr. aurant.. 

Aq. chloiof. ad..3ii 

Sig-—3ii t.d.8. for a child over four years of age. 

Or as an alternative : 

E SaJol..gr. ii-iii 

Emuls. petrol..3i 

Sig.—3i t.d.s. 

In other oases there axe periodic crops of ulcers in 
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the mouth. Au examination for organisms usually 
reveals a streptococcus, but the crops seem to come 
from metabolic upsets and are often recurrent in 
exudative children. They may be painful and dis¬ 
agreeable, but usually clear up fairly quickly. Ulcera¬ 
tive stomatitis is usually obvious and acute. It 
generally responds rapidly to potassimn chlorate given 
internally in doses of gr. v t.d.s. to a child of, say, 
five or six years. 

Over-feeding may distend the stomach and cause a 
simple mechanical vomiting. Irritating food and 
exposure to cold and infection may cause a gastritis 
which persists for some days. There is a furred tongue, 
slight fever, loss of appetite, epigastric discomfort and 
perhaps vomiting of sour cmdled material. Lavage, the 
sucking of ice-cold water and bismuth and soda and 
perhaps a counter-irritant such as a mustard leaf to 
the epigastrium is indicated if vomiting persists. Water 
or very light feeding is advisable. Protein broths and 
jeUies may succeed when milk curdles. Precautions 
should be taken against recurrence. Chillmg and 
fresh infections must be avoided. Light feeding may 
be necessary for some weeks. A change of air may be 
beneficial. 

If an infection has set up a chronic gastritis, 
treatment is to restore tone, secretion and appetite 
by correcting blood and vitamin deficiencies and 
by raising the general health, physical and mental. 
Rest, open air, graduated exercise and the use of 
nux vomica, nitric acid, gentian or bismuth and 
soda if irritability is stiU present, or peptic aids 
may be considered. Diet must be light and easily 
absorbed. ' Protein broths, jellies and peptonized 
foods may be useful. Reddish gravy, fight meats, 
fish, chicken are often better taken than the milky 
foods. A gastric test meal may give information 
concerning hypochlorhydria and indicate the need for 
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hydrochloric acid. 

LIVEE mSTUBBANCES, DUODENAL ATTACKS, AND 
PEBIODIO ATTACKS OP ACIDOSIS 

Attacks of acute catarrhal jaundice may occur. 
These are of an infective type and may be seen in small 
epidemics at times. A child has sudden jaundice with 
catarrhal sjnnptoms, and the whole condition passes 
off with a few days’ rest and dieting and sodium 
bicarbonate. 

A more chronic state of liver disturbance was seen in a child of 
eight years, whose extreme pallor, yellowish tinge and dark circles 
under the eyes gave me a clue to her condition. She had suflEered 
from constipation for a considerable time with a very poor appetite 
and headaches. She was irritable and there were urates in the 
urine, rough patches on the skin. She improved steadily with rest, 
dieting and on grey powder in varying doses. I gave her two grains 
three times a day for a week or so and then adjusted it according 
to the bowel action. She also had rhubarb and soda and taka- 
diastase. Rich fats were eliminated from the diet. She was given 
plenty of water, light meat jellies, junket, meats, toast, biscuits, 
stale white bread with little butter, syrup, jam and other plain 
foods with moderate milk and no cream. JVesh salads were allowed 
but fruit juices, especially the citrus ones, were limited. 

In such cases excessive exercise does not lead to 
appetite but tends to increase the indigestion. Massage 
or mild exercise is often more suitable. Haemoglobin, 
iron or liver may be needed, but most oases are not so 
anaemic as they look. A search should always be made 
for any chronic septic focus. Surgical measures can 
be adopted, if necessary, either for the teeth, the 
tonsils or the appendix. Gall-stones are not common. 

Duodenal disturbances are very closely related to 
disorders of the liver and its ducts. The occurrence of 
jaundice indicates liver involvement. In my opinion 
duodenal attacks are very common in children. There 
is often a dispositional tendency to them although 
infective catarrhs (tonsillar and duodenal) are usually 
to be found. Some attacks appear to be due to chills 
and, if so, are metabolic only. From a study of actual 
cases those due to metabolic causes seem to outnumber 
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the infective ones. The usual symptoms are loss of 
appetite, furred tongue, perhaps sickness, pain in the 
upper (duodenal) part of the abdomen and perhaps at 
the umbilicus, malaise, pallor, dark circles under the 
eyes and urates in the urine. There may be a ton¬ 
sillitis, but there is usually no jaundice, though the 
stools are often pale and may be loose for a day or so. 
Signs of appendix trouble, such as tenderness or 
thickening, are absent. The child remains ill for 
two days or so and then gradually regains appetite 
and usual health. 

Treatment consists of rest and warmth, bed for a 
day or two being necessary, with a light, non-fatty 
diet until appetite returns and medicines, such as 
bismuth and soda, if sickness is present, or sodium 
bicarbonate in considerable doses if it is well taken, 
together with an aperient, such as pulv. rhei co. or 
cascara, phenolphthalein or grey powder. It is not 
necessary to give any severe aperient. In fact, a 
sudden metabolic upset should be avoided. There is 
often a tendency to acidosis in such cases, and sudden 
metabolic upsets may bring about an attack. 

Periodical attacks of acidosis {cyclical vomiting ).— 
Acidosis has become fashionable and its attempted 
counteraction by glucose too common. It is therefore 
important to realize that aceto-acetic may appear in 
the urine and the smeU of acetone in the breath in 
many children at the onset of an acute infection or 
after any severe metabolic upset. Periodic cyclical 
vomiting is a different matter. This consists of 
recurring attacks of acidosis and vomiting which tend 
to occur more frequently with repetition or if the 
irritating agent becomes more active. There are 
several causative factors. The attacks undoubtedly 
have something to do with the overloading of the liver 
and nietabolism. Just before an attack the child often 
appears to be exceptionally well, with brilliant eyes 
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and an unusually keen appetite. The overloading of 
metabolism has usually, however, been of a slow, 
cumulative kind, even if the attack has been finally 
determined by some sudden strain. 

Acidosis is certainly related to disposition occurring 
more frequently in children of the exudative diathesis,^ 
and there may be a certain amount of relation to 
allergy. They are live-wires, excitable, high-spirited 
children who use up their energy very freely and thus 
tend to disturb metabolism. Their metabolism is 
often of the irritable and unstable type, and it follows 
that excessive exercise, excitement, emotion or chilling 
and wrong diet will precipitate the attack. I some¬ 
times feel that such children suffer from catarrh, not 
because of exposure to infection, but because their 
disposition leads them to metabolic disturbances, over¬ 
loaded body fluids and a catarrhal state. In addition 
there are nervous as well as metabolic influences, and 
I have seen cases in which young children actually 
develop a real attack to gain their ends when thwarted. 
Both in recurring duodenal attacks and in recurring 
acidosis there is often a septic focus in the form of 
repeated tonsillitis, chronic appendicitis, or an enlarged 
mesenteric gland. The attacks of acidosis increase in 
frequency with the increased irritation from the septic 
focus and they cease or gradually diminish after the 
septic focus is cleared. 

Treatment .—During an attack of acidosis it is 
important to give water and glucose by mouth and to 
stop the vomiting. Rest is important and morphine 
can be given if the child is very restless. If even water 
is vomited ice-cold water may be tried or lavage, and 
subcutaneous saline can be given until water is retained. 
Glucose can be given per rectum or in 5 per cent, 
solution intravenously up to 200 c.om. Oxygen may 
be used subcutaneously. If there is any warning an 
attempt should be made to abort the attack by a free 
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saline purge. 

Prevemtive treatment is to keep metabolism unloaded 
by efficient elimination and the removal of anything 
which is likely to lower metabolic tolerance such as a 
septic focus or excessive exercise, excitement and 
eating. I often emphasize to parents these three E.’s. 
Diet needs regulation so that the child obtains full 
nourishment from proteins and carbohydrates with a 
considerable limitation of rich fats, especially milk 
fats and fish oils. Rich combinations, such as milk 
chocolate, chocolate creams, and toffee should be 
avoided. Vitamin D even in drop preparation is not 
always easily absorbed and may cause indigestion. 
Rest, regulation of mental effort and correct dieting, 
in fact, the control of the stresses on metabolism will 
naturally help to restore digestive tolerance and thus 
reduce the number of attacks. 

Medicinal treatment to aid e limin ation is best carried 
out by a rhubarb and soda mixtme given continuously 
over considerable periods but not to gripe or purge. 
Grey powder or magnesia may be used also. If 
vitamins are thought necessary they are best given in 
drop preparations, but it is often wiser to promote a 
steady appetite for natural foods and to let the child 
obtain vitamins in this way. Absorption counts for 
so much, and many vitamin preparations are given 
only to be passed unabsorbed or else to overload the 
liver and to hinder metabolic processes. Climatic 
influences also count. Damp inclement weather and 
east winds may precipitate attacks or even too much 
sun or bracing sea air may do so. Controlled exercise, 
ordered mental outlet, suitable weather exposure, all 
help to stabilize metabolism. A day in bed if the child 
has been overdone is a good thing. 

Finally, we aim at a return of appetite for whole¬ 
some foods. The rhubarb and soda mixture will do 
this as well as anything, but sometimes a tonic like 
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nux vomica with the rhubarb and soda or with a dilute 
nitric 8bcid mixtiire is successful. Drop vitamin A and 
D preparations may be useful. With recovery a cumula¬ 
tive overloading of digestive tolerance must be avoided. 
This is not always easy because these cases may have 
a spurious hunger and a nervous habit of eating large 
amounts rapidly, and thus eat too much before they 
have developed a feeling of satiety. Sometimes the 
preliminary to a duodenal attack or an attack of 
acidosis is a state of apparent well-being with excep¬ 
tional appetite. It is, however, a warning of the 
metabolic disorder which is to follow in a day or so and 
the hearty appetite is misleading. 

SPASTIC COLON, ENLARGED MESENTERIC GLANDS 

Spastic colon is also often associated with these 
duodenal and Uver attacks. The distinguishing feature 
of this condition is the presence of a clearly palpable 
swelling in the right iliac fossa usually about the size 
of a sausage. This swelling may be brought up during 
an examination by palpation of the bowel. The 
condition is intermittent and is a nervous phenomenon 
indicating irritability. With it may be found Chvostek’s 
sign of facial irritability—a sign which indicates either 
faulty absorption of calcium from the bowel or a mild 
chronic, toxic absorption. I see this sign so frequently 
in mild chronic digestive disorders in children that in 
spite of the opinions which have been expressed lately 
as to its valuelessness I am quite definite in regarding 
it as a clear indication for relieving bowel toxaemia 
and for the administration of calcium or, if necessary, 
of parathyroid extract. Spastic colon can also be seen 
in oases with some septic focus in the abdomen, such as 
an inflamed mesenteric gland tuberculous or otherwise. 
It may in sensitive children also occur as a result of 
stress and strain, mental and ph 3 rsical. It resembles, 
of course, a chronic appendicular thickening, but the 
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distinction is usually easy. There is often mucus in 
the stools in these cases and it may be that the mucus 
is squeezed out by or is related to the spasm. 

As regards treatment^ dieting, mild digestive aperients 
and tonics, and the relief of stress and strain, and then 
a course of calcium usually relieve symptoms, but the 
tendency to spastic colon recurs for some time. 

Enlarged mesenteric glands may be tuberculous or 
may not. I am referring here only to the comparatively 
mild and closed type of glandular inflammation. Such 
glands give rise to indigestion symptoms, perhaps with 
pain at the umbilicus and other signs of reflex irritation 
like spastic colon. They may cause digestive upsets 
and other symptoms very like those of appendicitis. 
Care must therefore be taken to exclude appendix 
trouble. 

In treaimenty rest is the first consideration. Nothing 
diminishes a gland and causes fibrosis and calcification, 
which is nature’s method of cure, more quickly than 
rest and a consequent lessening of toxaemia. It is the 
stirring up of toxins by undue activity that causes 
their circulation and increases their harmful influences. 
Open air, skin ventilation, ultra-violet rays, good diet 
will bring about a cure in a few months. Tonics are 
indicated, a very suitable one being creosote with 
cod-liver oil emulsion and calcium. In a few cases 
which do not react to ordinary measures I use tuber¬ 
culin, but only in very small doses and with very 
careful medical control. It is not a remedy to be 
used without experience. 
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THE MEANING OF THE 
MOBILITY OF THE VISCERA 

By ALFRED E. BARCLAY, O.B.E., M.A., M.D., D.M.R.E. 
Lecturer in Medical Radiology, University of Cambridge. 

T ha t laboratory methods of investigation peld 
results that are not necessarily applicable to the 
living subject is well recognized; they must be viewed 
with caution and not accepted without question. 
Radiological methods are essentially of the laboratory 
type. They differ, however, in being carried out on 
man, almost exclusively in the X-ray departments of 
hospitals. This parentage has the distinct disadvantage 
that the study of the normal has been largely carried 
out on subjects with symptoms, and the study of the 
physiology has been, so to speak, a by-product in the 
essential work of detecting the cause of the trouble. 
On the other hand, it has had many advantages, not 
the least of which are the overwhelming vastness of 
the human material that has passed through the 
radiologist’s hands and the check-up of findings both 
in the operating theatre and in the clinical after¬ 
history of the patients examined. 

A short article can do little more than hint at radio¬ 
logical findings (detailed elsewhere^) which must revolu¬ 
tionize some of our conceptions on various subjects, 
more particidarly some of the cherished descriptions, 
e.g. the skin markings of the abdominal viscera, which 
from time immemorial have been used as pegs on which 
to hang om knowledge. When radiology made possible 
the more or less accmate localization and mapping- 
out of the organs in relation to the abdominal wall, 
it was found that there were very wide discrepancies 
between what is thus seen in the living subject and 
the definite picture we learnt in our student days. 
The causes will be considered later, after the facts 
have been stated. 

In the first place, the level of the dome of the 

F F 2 
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diaphragm in the living subject is considerably lower 
than in the dead. At rest, it is on the level of the upper 
border of the 11th, and not the 8th dorsal vertebra, or 
thereabouts (Fig. 1). This provides an initial error of 
very considerable magnitude both in the chest and in 
the abdomen, and the skin markings are correspond¬ 
ingly discrepant. But what strikes the observer even 
more is the difference between the actualities of life 
compared with those seen in the dead subject; that those 
organs to which formerly we attributed more or less fixed 



Fig. 1. —Tracing from a normal subject 
showing the usual level of the dome of the 
diaphragm in the mid-stage of respiration. 

The dotted line shows the position as given 
in most of the older anatomical textbooks. 

Some give the level as high as the 7th D.V. I 

positions and relations are in life not fixed but free to 
move. It was naturally assumed that viscera provided 
with a mesentery would be capable of movement 
within the limits of their attachments, but we were not 
prepared to find that those organs that had no such 
provision and which lay behind the peritoneum were 
almost, if not quite, as freely movable. Not only so, 
but it was found that many long stomachs extended 
far ■ down below the average, even into the pelvis 
(Fig. 2, A, B, c). These were regarded as*due to gastro- 
ptosis, and if the subject had symptoms,it was naturally 
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assumed that “ ptosis ” was the cause. Years of 
experience, however, and the demonstration of similar 
conditions in healthy'students, made it impossible any 
longer to attribute symptoms to such divergencies 
from what was regarded as the normal. In others, 
again, we found quite a small stomach and, if we re¬ 
examined, possibly when conditions were different, 
that stomach might be of the average size and shape. 
When a subject became faint or frightened, we found 
that the tone of the stomach relaxed and the lower 
border dropped some inches, even down into the 
pelvis. Variations in tone are often associated with 



Fio. 2a, b, and c,—Examples of (a) the type of stomach os is usually seen; (b) the 
short so-oalled cow-hom shape; (o) a very long stomach, such as used to be labelled 
“ gastroptosis.” Many other types are found. 


pathological changes, but they are not in themselves 
any more pathological than, say, changes in facial 
expression. In short, we could not define what was a 
“normal” stomach. An average “J” shape was 
usual, but we found many varieties in subjects who 
were perfectly healthy. There was not any justification 
whatever for saying that some were abnormal simply 
because they were different from our conception of 
what the normal should be. Moreover, we foimd that 
posture exerted an unexpectedly large influence on 
the shape and position. Even the relatively fixed 
points were found to be mobile; the pylorus, for 
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instance, was shown to move, with respiration and 
posture, within a circle of some four inches in diameter 
(Fig. 3), and, further, this displacement could be con¬ 
siderably increased by pressime and manipulation 
through the abdominal wall. 

If a student is asked for the relations of the living 
stomach and answers in the set terms of the dissecting- 
room, he is probably incorrect, and possibly very far 
out. Before answering the question he ought to know 
the position of the patient, the phase of respiration, 
the type of stomach, the state of tonic action, whether 
distended by food, and various other factors that could 
not be determined. It is cmious that in the dissecting- 
room the viscera conform to a more or less standardized 
pattern of relations, but this pattern does not obtain in 
life. It is subject to wide changefulness, not only from 
individual to individual, but from time to time in the 
same individual—^the sinking sensation in the abdomen 
before a viva voce examination or the start of a race is 
due to loss of gastric tone and, in fact, the lower border 
of the stomach literally drops down in the abdomen, 
perhaps even into the pelvis, returning again when 
tone is restored with the concentration of mental and 
physical activity. In some normal subjects a long 
stomach reaches to the symphysis pubis or even lower. 
Such a stomach is sometimes found in men who are 
rowing in their college boats or training for other 
sports, and must be regarded as perfectly normal. 
Yet if such a man described his own stomach in the 
erect posture and gave its actual relations, he would 
have to mention the bladder, the caecum, and the 
sigmoid ! This instance is, of course, an extreme, but 
it will indicate my point—^there is no such thing as a 
standard normal pattern. 

The mobility of the small intestine with its long 
mesentery is readily envisaged, but on anatomical 
gromids it would hardly have been expected that there 
should be the wide variations in the position of the 
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cseoum that sometimes puzzle inexperienced surgeons. 
Radiologically, however, the range of possible excursion 
of the appendix is very wide and it may not always be 
covered by a circle of six or even seven inches in 
diameter centred on McBumey’s point (Fig. 4). Any¬ 
where within this range the appendix may be caught by 
adhesions resulting from inflammatory processes, but 
the normal free appendix and lower caecum can move 
at the dictates of posture, abdominal movements, 
respiration and manipulation over quite a wide range. 





Fig. 3.—^The position of the pylorus 
in a healthy subject plotted in from 
radiographs taken under various 
extremes of respiration and vcuria- 
tions in posture. 


. c) m p 



Fio. 4.—The pobition of the site of 
the appendix plotted in from 30 
subjects taken at random. The 
radiographs were all taken in the 
supine position. Observations in 
the upright position are difficult 
because of the superimposed 
shadows. The average position of 
the appendix will probably be an 
inch and a half to two inches lower. 


The absence of a mesentery, as is usual in the ascend¬ 
ing colon, seems to have relatively little effect in 
limiting its movements. Even the difference in 
posture from the upright to the horizontal positions 
allows the hepatic flexure to rise a couple of inches, 
while forced respiration gives it an excursion that 
should be seen by anybody who retains any belief in 
the “ mobile proximal colon ” a« a source of symptoms 
(Figs. 5a and 5b). The transverse colon, hanging from 
the lower border of the stomach by the transverse 
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meso-colon naturally has a wide excursion with the 
lower border of the stomach. The splenic flexure is 
just as freely movable as the hepatic flexure, and its 




Fig. 5a. —^From a medical student 
of rather tall, slim build. The 
excursion of the lower border of the 
stomach as measured on the abdo¬ 
minal wall was recorded as 9 in. 
In the radiographs, however, there 
was not quite such a big disparity, 
as the subject could not hold the 
stomach in the position into which 
he wets able to jerk it by the action 
of his abdominal muscles (he was 
watching the effect of his move¬ 
ments with a looking-glass). 


Fig. 5b. —A woman of 27. Note that, 
although the flexures of the colon show 
marked movement, yet the transverse 
colon hardly moves at all. Obvio\isly it 
is anchored down into the pelvis by some 
adhesions. The transverse meso-colon 
must be unusually long to allow of such 
free upward movement of the stomach. 


Figs. 5a and 5b. —Composite tracings from radiographs of two healthy subjects, 
showing the extremes of movement due to the combined effects of posture and 
respiration. The dark shadows of the viscera are treM^d from radiographs taken with 
the subjects standing and in the extreme phase of inspiration* The light shadows of 
the viscera are traced from radiographs taken with the subjects lying supine and in 
the ^eme phase of expiration* Moreover, the abdominal muscles are retracted, 
causing a considerable movement in addition to that obtained by respiration alone. 
The extraordinarily wide range of movements indicated is somewhat exaggerated 
by the radiographic technique owing to the divergence of the X-ray beam. 

position varies greatly. Quite often in the upright 
position it is as low as the iliac crest. 

In short, we find a degree of mobility of the viscera 
that must be difficult of acceptance by those who 
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envisage the viscera in the terms of surface markings. 
The study of Figs. 6a and 6b should, however, be con¬ 
vincing. In demonstrations to students of anatomy I 
always outline the stomach and colon with barium and 
then make the subject laugh. He watches the imparted 
jerky movements himself with a mirror. He then does 
forced respiratory movements and adds jerky retrac¬ 
tive movements of the abdominal muscles. The 
resulting acrobatic movements of the viscera invariably 
produce great hilarity among the students and are 
about as salutary a counter-blast as could well be 
imagined to the tradition of relative fixity that they 
get from the dead subject. It is, in fact, difficult to 
credit the movements of the stomach and viscera such 
as are recorded in Figs. 6a and 6b. 

How are these facts explicable ? The discrepancy of 
the level of the diaphragm in the living and dead subject 
is readily understood, for at death muscidar tonus 
disappears entirely. Not only do the fibres lose their 
contractile power, but they also lose that other attri¬ 
bute, tonus, which enables a muscle to “ stay put ” 
and exert power, irrespective of actual contraction. 
There is not any satisfactory brief definition of tonus, 
and this description is open to objection, but it does 
give some idea of the inherent power which in life 
enables the diaphragm to maintain its position so that 
whether a subject stands, lies, or stands on his head, the 
diaphragm, in a healthy subject, retains approximately 
the same position. In death, this tonic action dis¬ 
appears and the collapse of the lung coupled mth the 
weight of the abdominal contents in the recumbent 
position pushes the flaccid diaphragm up into the chest, 
and in this position it is fixed by the preparations used 
for dissecting purposes. 

The complete absence of tone accounts for the 
caricatures of the stomach seen in the dead subject. 
Doubtless the formalin used as a preservative also 
plays a part, but the main factors influencing the 
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shape of the dead stomach are the absence of tone and 
the fact that death and hardening take place in the 
recumbent posture so that the stomach tends to slide 
back into the upper posterior quadrant of the abdomen. 
Little or no clue is given in the dissecting-room to 
the mobility of the viscera without mesenteries, for 
the loose areolar tissue that lies between these organs 
and the posterior abdominal wall has lost aU its nature, 
this fat has set, and we can only assume that this tissue 
is so lax in life that it allows a freedom of movement 
that seems almost incredible. 

The extraordinary mobility and variation in form 
found in the living subject is a very different picture 
to that of the old textbooks. Are we to scrap om old 
descriptive anatomy as erroneous or are we to neglect 
the light that radiology throws on the problems of life ? 
Something tangible must be taught, and how can this 
fluid type of anatomy, this entire absence of fixed 
points, this divergence from any set pattern that we 
see in the living subject, be conveyed to the student ? 
Even more difficult, how can an examiner discover 
whether a student does or does not know his subject, 
when almost any variation is possible within the limits 
of normality ? It is a problem that must be settled in 
some way, for the student must realize that the pictime 
of the abdomen in the dissecting-room is a gross 
travesty and gives no conception of living conditions. 
It is a conception of the living, not of the dead, that 
the student must take with him from the dissecting- 
room if his anatomy is to be of any use to him. I do 
not see the way out yet except by a continuation of 
the usual, descriptive teaching coupled with extensive 
instruction and X-ray demonstrations on the living 
subject so that the student may mentally endow the 
“ dead bones ” with life. 

What are the practical applications of what we 
learn from the X-ray study of the vii^cera? When 
Lister made it possible to open the abdomen with 
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relative safety, the surgeons of that day knew only the 
anatomy of the dissecting-room, the anatomy of the 
dead. Finding that the viscera were mobile, they 
naturally thought that such mobility was abnormal and 
that it must be associated with symptoms. A school 
of thought had grown up that attributed a symptom- 
complex to loose viscera in general and to that of 
certain organs in particular. What more natural than 
that this looseness should be corrected and that organs 
should be made to conform to the picture of the dissect¬ 
ing-room that was accepted as correct ? The stomach 
was “ fixed,” and even shortened if it was deemed too 
long; the kidneys were “ fixed,” the “ mobile proximal 
colon ” was “ fixed,” the cesspool caecum was plicated 
and “fixed,” the colon was called by bad names, short- 
circuited and removed. The surgeon learned that the 
only way in which he could effectively “ fix ” an organ 
was by Natme’s method, the formation of adhesions, and 
bitter experience taught him that the one thing he had 
most to fear in his end-results was adhesions that limited 
the movements of viscera. It is not pleasant to think of 
the sum of human suffering that must be attributed to 
the ghastly misconceptions of the lessons of the dissect¬ 
ing-rooms. It will form an instructive and pathetic 
chapter in medical history. This “ -pexy ” mania was 
still in full swing when X-ray work on the alimentary 
tract became a recognized method. No knowledge of 
the normal other than that of the dissecting-room 
was available. We saw a long stomach and said 
“ gastroptosis ”; we saw a colon low in the pelvis and 
said it was ptosed; but it was not long before we 
realized that the variations from our entirely arbitrary 
standards of normality were not necessarily connected 
with the symptoms from which the patient suffered. 
We slowly realized that, in reporting, it was unwise to 
mention these anatomical features. Although radio¬ 
logists saw but little of the clinical side of the picture, 
they realized that clinicians, who saw less than they 
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of the workings of the viscera, were not in a position to 
appreciate that anatomical anomalies were not likely 
to be the cause of symptoms. It was a case of groping, 
trying to find out the physiology and the pathology of 
the abdomen at one and the same time, and there was 
no guidance from the department of physiology. 

What is the meaning of this extraordinary mobility, 
this wide laxity, this elasticity, both in form and 
position? We have been slow to learn, although for 
years we have realized that Nature may and does 
achieve perfect functional results in spite of apparently 
outrageous anatomical abnormalities. The mobility 
of the viscera was obviously normal and intentional; 
the fixation operations were iU-conceived, based on an 
entire misunderstanding of Nature’s mechanics. For 
it must now be realized that all this fiuidity of the 
abdominal anatomy is very definitely purposeful; it 
is more than purposeful, it is essential to Nature’s 
methods. Nature’s mechanics are not those of the 
workshop and the laboratory. Think of the vital 
difference between any of our mechanisms and those 
of the alimentary tract. Can we conceive of a me¬ 
chanism that has no base plate, no fulcrum, no recipro¬ 
cating or revolving parts and not a single fixed point 
firom which to exert its force ? Our machines conform to a 
formula and do repetition work in the same way every 
time. Can we think of any mechanism that will do repeti¬ 
tion work in an endless variety of ways, automatically 
taking up for variations in load and in the consistency of 
the raw product with which it hsw to deal ? There is 
absolutely no comparison between our mechanisms and 
those of Nature; we marvel that her mechanisms work 
so efficiently and we seek to learn the secrets. 

The explanation is only partly available, but it will 
gradually be unfolded as we clear our minds of the 
facile descriptions that have passed from generation 
to generation as accepted facts. We cannot explain 
Nature’s mechanisms in terms of ordinary mechanics. 
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for they have hardly one factor in common. Think of 
it: a muscular tube without any fixed point between 
the mouth and the anus (unless a partial exception is 
made for the cardiac orifice that has an excursion with 
the diaphragm of some inches). The system is one 
muscular tube that, having no fixed points, can only 
exert pressures by contractions within itself. How it 
works still remains to a large extent unsolved. Natur¬ 
ally we think of peristalsis, for this is a type of muscular 
action which can be imderstood—a ring contraction 
travelling forwards and propelling the contents in 
front of it. And this does occur; it is a very vital 
factor, but it is not, in most parts of the tract, the 
usual propelling force; it is one that is held in reserve, 
one that is only called up when there is some difl&culty 
to be overcome. Gastric peristalsis is sometimes visible 
through the abdominal wall, but only when there is 
extreme pyloric obstruction. Occasionally we see 
intestinal coils writhe, but only when they are in 
difficulty. 

Very little is clearly known about the way food is 
passed along in ordinary conditions and how it is 
broken up in the duodenum; but it seems reasonably 
certain that in the upper parts of the tract, at any rate, 
the action of the muscularis mucosae plays an im- 
expectedly large part. It seems clear that when the 
whole story is known, it will not be a simple one. 
Unless I am much mistaken it will be found that there 
are quite a number of mechanical expedients used, 
of which peristalsis, the action of the muscularis 
mucosae and difference in pressures brought about by 
combined muscular actions are but a few. It will be 
found that Natirne uses them either singly or in various 
combinations according to her need. Nature has not 
any fixed standard for propelling and mixing the 
intestinal contents any more than she has any fixed 
anatomical standards. One thing, however, is certain : 
in order to function efficiently, she demands absolute 
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freedom of movement, and this lesson has been very 
slowly leamt, in spite of the surgeon’s observations 
that adhesions were the one thing that was liable to 
lead to bad operative results. The presence of fixed 
points within the abdomen causes symptoms, whereas 
even the grossest anatomical abnormalities are quite 
compatible with perfect function and freedom from 
symptoms. 

It would be easy to cite many examples of perfectly 
healthy students who, when examined for demonstra¬ 
tion piirposes, showed conditions which judged by our 
standards of mechanics must obviously cause trouble, 
and yet these students are perfectly fit. Had these 
conditions been discovered in subjects with sjrmptoms, 
the radiologist would imdoubtedly have reported that 
the cause was obvious, and no surgeon would have had 
any doubt that it was his duty to restore the viscera 
to a form that woidd be in conformity with the accepted 
pattern. The patient’s symptoms might even be re¬ 
lieved by the procedure, but this does not prove that 
the correcting of the displacement was the responsible 
factor. It is more probable that the surgeon removed 
some slight and almost unnoted adhesion that was 
hampering free mobility. Nature can, in my experience, 
achieve perfect function in spite of the grossest depar¬ 
tures from what was formerly regarded as anatomical 
correctness, provided she has a free hand. Anomalous, 
even grotesque, distortions of the anatomical picture 
of the viscera are quite compatible with perfect health. 

Reference 

^ Barclay, A. E.: “ The Digestive Tract; A Radiological Study.” 
Cambridge University Press, 1933. 




THE PRACrmONBR 


463 


ON GULL’S DISEASE 
(SPONTANEOUS MYXOEDEMA 
OF THE ADULT) 

By LEWEU.YS ¥, BABKEB, M.D. 

From the Department of Medicine^ Johns Hopkins Medical School, 

Baltimore, U,8,A. 

T he following article was first given forth in the 
form of a clinical lecture dealing with a case of 
Gull’s disease (spontaneous myxoedema of the adult), 
with a history of pre-myxcedematous arterial hyper¬ 
tension and of the return of the blood pressure to 
lower levels on the development of the severe hypo¬ 
thyroidism. The patient exhibited, then, a full-fledged 
picture of an important endocrinopathy and in addition 
interesting complications and associated processes. 
Acquaintance with the severe form of this endocrine 
disorder cannot fail to make a deep impression upon 
any worker in clinical medicine, and consideration of 
the symptoms and signs will provide the clues for 
the recognition of the milder forms of the same endo¬ 
crine deficiency which unfortunately are very often 
overlooked or misinterpreted in general practice. 

CASE raSTORY 

The patient, male, a white shipping clerk, 45 years of age, was 
admitt^ to the Osier Clinic of the Johns Hopkins Hospital (service 
of Professor Warfield T. Longcope) on December 20, 1933. 

Chief complairUa: Drowsiness, loss of vigour, general stiffness 
and aching, and rapid gain in weight for one year, and inability to 
continue occupation for preceding two months. 

Family history: No disorders similar to that of the patieiit 
known to have existed. 

Past history: Measles, mumps, chicken-pox and whoop^-oough 
in childhood. No history of typhoid fever, pneumonia, acute 
rheumatism, or venereal infections. In 1920 he was operated upon 
for fistula in ano; four fistulous tracts (on the right side) lateral 
from the rectum, one of them at the root of the scrotum, were 
incised under local antesthesia and packed with iodoform gauze. 




464 


THE PRACTITIONER 


followed by satisfactory recovery. He was then referred to the 
Phipps Tuberculosis Dispensary for general study, where Dr, Ciohen 
thought his lung apices might be fibrotic, though he was emphy¬ 
sematous and obese and an X-ray chest-plate proved to be negative. 
There were evidences also of well marked oral sepsis. The gonads 
were negative and the thyroid isthmus was palpable. Because of 
the obesity in association with h 3 ^trichosis, transverse crines, 
tapering fingers, and acrocyanosis, hypopituitarism seems to have 
been thought of as a possibility, but the endocrine functions were 
not further investigated at that time. The patient has always been 
a steady worker, and a hearty eater. He has not used alcohol, but 
has smoked cigarettes, usually a package in a day and a half. 

Present illness: Except for excessive weight for many years 
and for several attacks about two years ago of precordial pain on 
exertion, relieved by belching, the patient thinks that his health 
was excellent until one year ago when he began to notice unusual 
drowsiness in the latter part of the day, often “ dropping off to 
sleep if he sat down. This drowsiness gradually became more pro¬ 
nounced and was associated with a feeling of loss of energy; on 
awaking in the morning he no longer felt fi^sh and vigorous. A 
few months later he noticed shortness of breath on exertion and 
six months ago his ankles were observed to be swollen in the 
evening. About the same time he became obstinately constipated 
(though always regular before), noticed general stiffness of his 
joints, and began to gain weight rapidly, adding some 20 or 
26 poimds during the past half-year, necessitating the purchase of 
shi^, collars and trousers of larger size. He noticed that he per¬ 
spired less, was abnormally sensitive to cold and lost sex power. 
Four months before admission all his upper teeth and most of his 
lower teeth were extracted in the hope of securing relief, but without 
noticeable improvement afterward. Two months before admission 
he was forced to give up work because of excessive drowsiness, 
general stiffness and soreness, and dyspnoea on exertion. He had 
noticed no memory defect. His voice became thick and hoarse 
and his speech and general bodily movements were slowed up. 

Physical examination: The principal positive findings include : 
Slight fever (99° to 100° F.), bradycardia (pulse 60-72), blood 
pressure 120 to 148 systolic, ^ to 100 diastoUc, excessive weight 
(215| lbs.) for his height (6 ft. ins.) with fairly uniform general 
distribution of the fat, sleepy apathetic facies, narrowed lid slits, 
impaired mastication, dental caries, and gingivitis, large lips and 
tongue, puffiness of face and of backs of hands and feet, short neck, 
pads of fat above the clavicles, and in the axillary and supra¬ 
spinous r^ons, brawny buttocks, general hypotrichosis and 
transverse crines, dry, pale, thick, scaly skin, brittle nails, nasal 
obstruction with mouth breathiog, abdominal type of respiration, 
emphysematous type of thorax with moist rUes at bases of lun^, 
moderate enla^ement of the heart with apex beat lateral from the 
mammillary line, distant ” heart sounds, slight increase of liver 
dullness, right-sided hydrocele, alight pitting oedema over the 
tibisB, slowing of speech and voluntary movements, sluggish deep 
reflexes, and bilateral impairment of hearing. Palpation in the 
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region of the thyroid revealed nothing but small firm cords of tissue. 

Reports of laboratory tests. — Blood : R.B.C, 4,930,000; Hb. 100 per 
cent.; W.B.C. 6,600; differential count normal; platelets normal; 
Wassermann reaction negative; no parasites; non-protein nitrogen 
36 mgm. per cent.; blo^ sugar 106 mgm. per cent.; total protein 
7‘6 g. with A/G ratio 66 : 34; blood calcium 10*2 mgm. per cent.; 
blood phosphorus 4*0 mgm. per cent.; blood cholesterol 272 mgm. 
per cent.; urea clearance about half normal. Urine : Output 
650 c.cm. with water intake of 1,000 c.cm.; sp. gr. 1,018; trace of 
albumin; no sugar; no casts; phthaloin output of “ delayed type, 
perhaps because of slowed circulation time (26*6 seconds on decholin 
test). Stomach contents: Free HCl 0; total acidity 10 ac. per 
cent. Faeces : Negative. Basal metabolic rate : On a series of 
tests this varied between minus 22 per cent, and minus 40 per cent.; 
the average level was minus 30 per cent. Olucose tolerance test : 
Decreased tolerance but without glycosuria. Vital capacity : 
2*25 litres (43 per cent, of normal). 

X-ray reports (Drs. Waters and Seeds).— Skull: Cloudiness of right 
antrum and right ethmoids; sella normal. Chest plate: Lungs 
clear; no hydrothorax. Pelvis : Beginning hypertrophic osteo¬ 
arthritis of hip-joints. Telerdnfgenogram: M.R. 4-7; M.L. 12*3; 
A. G*5. 

Reports of special examinations. — Electrocardiograms (Dr. Tilgh- 
man): Normal sinus rhythm; P-R interval *21; duration of QRS 
normal; left ventricular preponderance; P waves small and 
flattened in leads I and II, iso-electric in lead III; prolonged con¬ 
duction time (first degree of heart block); QRS complexes in 
lead II of low voltage, slurred in leads I and III; T waves biphasic 
in leads I and II, iso-electric in lead III. Ear^ nose and throat 
examination (Dr. J. D. Ware): Nasal obstruction with mouth 
breathing due to hypertrophied turbinates and deflected septum; 
cloudy antrum and ethmoids on the right side in X-ray plate; 
large amount of cerumen removed from both ears; ear drums 
normal. 


DISCUSSION OF THE CASE 

The endocrinopathic disturbances .—^The rapid gain in 
weight during the past year, the prominence of drow¬ 
siness, the obstinate constipation, the loss of vigour and 
slowing of movements, the puffiness of the expression¬ 
less face, the dry, harsh, thickened, scaly skin with 
absence of perspiration, the sensitiveness to cold, the 
sparseness of the body-hairs, the brittle nails, the 
hoarse voice, the sluggish reflexes and the atrophy of 
the thyroid gland—^all these taken together are charac¬ 
teristic of a severe hypothyroidism, confirmed by the 
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well marked lowering of the basal metabolic rate 
and the hypercholesterolsemia. Since these symptoms 
developed rapidly at the age of 44 in a man who was 
considered healthy before, the picture is that of Gull’s 
disease (so-called “ spontaneous myxoedema of the 
adult ”). It should be borne in mind, however, that 
the patient has been obese for many years, and the 
possibility that a mild hypothyroidism had existed for 
nearly a decade before the development of the severe de¬ 
ficiency is quite conceivable, though it cannot be proved. 
Nor can we be sure that the patient did not have at 
least some congenital thyreo-aplasia, followed later by 
progressive atrophy of the gland. To the relation of 
the thyroid deficiency to the circulatory disturbances 
in this patient I shall refer later. There do not seem 
to be other endocrine disturbances of note; the 
gonads are of normal size and the sella turcica is normal. 

In some cases of endogenous obesity it may be 
difficult to tell whether the cause lies in hypopitui¬ 
tarism or in hypothyroidism, though studies of the 
basal metabolic rate and of the results of tests for the 
specific dynamic effect of protein (due apparently to 
its content in certain amino-acids, especially glycocoU 
and alanin, which act as catalysts and incresuse the 
oxidative processes in the cells) will differentiate. In 
obesity due to hypopituitarism the basal metabolic rate 
may be practically normal, but there is diminished 
specific dynamic effect of protein; in obesity due to 
hypothyroidism the basal metabolic rate is definitely 
lowered, but the specific dynamic effect of protein is 
normal; in obesity associated with both hypopitui¬ 
tarism and hypothyroidism, there is lowering of the 
basal metabolic rate and also diminished specific 
dynamic effect of protein. 

To test for this specific dynamic effect of protein 
in a thoroughly reliable way, a rather complicated 
technical procedure is necessary (direct or indirect 
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calorimetry). A very simple method has, however, 
been employed to give clues to the specific dynamic 
effect. In this, the basal metabolic rate is first deter* 
mined m the ordinary way, followed next morning by 
a test meal consisting of the whites of three hard-boiled 
eggSy a thin slice of toast and a cup of tea without 
sugar, cream or milk; after a rest of two hours, the 
basal metabolic rate is again determined. In hypopi¬ 
tuitarism the average specific dynamic action is to 
increase the basal rate only 4*47 per cent., whereas in 
controls the average increase is 16 *3 per cent. Gold- 
zeiber and Gordon (1933) foimd the specific dynamic 
effect below 10 in 86 per cent, of pituitary cases, 
whereas it was below 10 in only 21 per cent, of controls. 
Though not absolutely pathognomonic it is beheved 
by some that this test may be of considerable help in 
the differential diagnosis of hypopituitarism from 
conditions with which it might be confused. I am 
somewhat doubtful about the reliability of this simple 
method of determination of specific dynamic effect. 
Certainly, in accurate research work the more com¬ 
plicated methods should be employed. 

The circulaiory disturbances .—In the ward note made 
upon this patient it is stated that the telerontgenogram 
and the EK tracing seemed to be quite typical of the 
so-called “ myxoedema heart.” This term was coined 
in 1918 by Zondek who, on studying the heart in the 
more severe cases of m3^oedema, found : (1) dilatation 
of both the right and left sides of the heart and of the 
aorta; (2) slow, worm-like contractions of the walls of 
the heart on roentgenoscopic examination; (3) espe¬ 
cially sharp contours of the heart in telerdentgeno-. 
grams; (4) decrease in size (or loss) of the P and T 
waves in electrocardiograms; and (6) loss of the A-wave 
in phlebograms, in addition to other minor changes. 
Zondek also found that thyroid medication was 
followed by well-marked shrinkage in the size of the 

o o 2 




468 


THE PRACTITIONER 


heart the slow, worm-like contractions disappeared, 
the heart rate became accelerated, and the waves 
in the EK tended to regain a normal appearance. 
Since Zondek’s fundamental observations, further 
studies (largely confirmatory) of the heart in myxoedema 
have been made by many clinicians, especially in 
America, among them Fahr (1925), Reid and Kenway 
(1932), Ayman, Rosenblum and Falcon-Lesses (1932), 
Gk)tten (1932), Walker (1933), and Lerman, Clark and 
Means (1933). Moreover, the circulation time is pro¬ 
longed in myxoedematous cases, in our patient to 
26 • 6 seconds. The shrinkage in the size of the heart on 
treatment with thyroid extract is usually marked within 
a fortnight, but the heart may continue to decrease 
in size for several months until of approximately 
normal dimensions provided there is no atherosclerotic 
or other cardiac complication. The dilatation of the 
heart in myxoedema seems to be due to loss of tonus 
and to oedema of the heart muscle, the changes in the 
EK to similar alterations in the conduction system. It 
will be interesting to see what changes occur in the size 
of this patient’s heart imder thyroid treatment. The 
occurrence, however, of actual congestive failure of the 
heart seems to be relatively rare in uncomplicated 
myxoedema. In the patient described there was, 
apparently, some congestive failure, which responded, 
as you have heard, very well to treatment with 
digitalis and rest. 

Another circulatory featme in this patient deserves 
especial attention. When he was under medical care 
a few months before admission to the hospital, there 
was apparently a mixture of true cardiac oedema and 
of myxoedema, and on one occasion the blood pressure 
was found to be 180 systohc and 100 diastolic; under 
infusion of digitalis, part of the oedema (cardiac ?), but 
not all of it, disappeared and the blood pressure fell 
to 145 systolic, 90 diastolic. Two years ago this 
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patient suffered from precordial pain on exertion, 
relieved by eructation of gas, thus suggesting angina 
pectoris due to coronary or aortic disease. Moreover, 
on examination here on admission, it was impossible to 
detect pulsation in the dorsal arteries of the feet, 
though the pulsations in the popliteal and posterior 
tibial arteries were discernible. Considering all these 
data together, it would seem probable that before the 
onset of the myxoedema there had been a development 
of an atherosclerotic process associated with chronic 
arterial hypertension. 

It has been known for some time that hypothyroidism 
has a compensatory effect in arterial hypertension and 
in angina pectoris. Indeed, because of this observation, 
some cardiologists have been bold enough to resort to 
total surgical ablation of the normal thyroid gland in 
patients with congestive failure or with severe angina 
pectoris, who do not respond satisfactorily to other 
forms of treatment. Thus, in 1933, Blumgart, Riseman, 
Davis and Berlin made a report upon the results of 
total ablation in ten patients; in two of these with 
angina pectoris before operation there was no return of 
the attacks even when six times the amoimt of work 
that formerly produced attacks was performed, and in 
the cases of congestive failure that were operated upon 
much more exertion became possible without palpita¬ 
tion, dyspnoea, or craving for water. They advise 
ablation of the thyroid only when the operative risk is 
fair and they think it should not be performed when 
there is active coronary disease, active infection, 
evidence of repeated pulmonary infarction, or rapidly 
progressive luetic or tuberculous disease. Means of 
Boston (1933) has suggested that the coronary arteries 
of the flabby heart of myxoedema may be capacious 
enough for a low level of cardiac work, but not for the 
increased tone and work of the heart that accompany 
normal thyroid activity. He warns against pushing 
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the treatment of myxoedema with thyroid preparations 
if precordial pain or discomfort should develop, but 
advises then stopping the thyroid medication for a few 
days and giving a smaUer dose when it is begun again. 
In such cases he thinks the clinician may be compelled 
to steer cautiously between “ the Scylla of myxoedema 
and the Charybdis of angina pectoris,” and must 
sometimes be content with a basal metabolic rate that 
remains 16 or 20 per cent, lower than he would like ! 
The bearing of these studies upon the situation in the 
patient before you is obvious. 

DIAGNOSTIC CONCLUSIONS 

In view of the data accumulated, the following 
multi-dimensional diagnosis would seem to be justifi¬ 
able : (1) Spontaneous mj^oedema of an adult (Gull’s 
disease) with characteristic changes in the skin and its 
appendages, generalized obesity, obstinate constipa¬ 
tion, drowsiness, loss of vigour, sensitiveness to cold, 
marked decrease of velocity of blood (circulation-time) 
and with “ m 3 rxoedema heart ”; marked retardation of 
the basal metabolic rate; hypercholester-olsemia; 
striking diminution of the vital capacity of the lungs. 
(2) Atherosclerosis with history earlier of (a) marked 
arterial hypertension (B.P. 180/100) and subsequent 
fall of blood pressure on development of the myxoe¬ 
dema; (6) paroxysmal precordial pains suggesting 
angina pectoris; (c) loss of pulsation in the dorsal 
arteries of the feet; and (d) recent mild congestive 
circulatory failure that became less under rest and 
digitalis. (3) Bilateral nasal obstruction due to hyper¬ 
trophy of the turbinate bones and defiected septum; 
cloudiness of right antrum and ethmoids. (4) Chronic 
pulmonary emphysema. (5) Achlorhydria gastrica. 

(6) Dental caries, gingivitis, and impaired mastication. 

(7) Slight hypertrophic osteo-arthritis on X-ray ex¬ 
amination (though the general aches and pains are most 
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probably due to the hypothyroidism). (8) Eight 
hydrocele. (9) Bilateral impairment of hearing (due 
to impacted cerumen). 

TREATMENT OF THE PATIENT 

The circvlaiory insufficiency with congestive heart 
failure has responded well to rest and the administra¬ 
tion of digitalis. Because of the atherosclerotic 
myocardiopathy to which the congestive failure seems 
to have been due (perhaps wholly apart from the 
myxoedematous heart) it will probably be advisable to 
maintain in this patient the measures that we usually 
adopt in such cases (adequate rest; five small meals 
daily rather than three large meals; limitation of the 
total fluid intake to 1,200 to 1,500 c.cm.; small doses 
(I grain) of powdered digitalis leaf thrice daily for three 
weeks in each month). 

The myxoedemaious state should respond well to 
thyroid treatment. Indeed, the transformation of such 
patients under treatment is one of the marvels of 
modem therapy. With desiccated thyroid, tablets of 
thyroid extract, or Kendall’s thyroxin, the basal 
metabolic rate increases because of catalytic accelera¬ 
tion of the chemical processes in the body, and the 
sjnnptoms of h 5 rpothyroidism can be made to disappear 
within a few weeks. The dilated heart shrinks visibly 
from week to week on rSentgenoscopic examination. It 
is usually wise to begin with relatively small doses of 
the thyroid preparation selected (say ^ grain of 
desiccated thyroid once or twice a day) and to increase 
the dosage to tolerance; as a rule for each milligram 
of thyroxin (or its equivalent) administered an increasjs 
of 2 per cent, in the basal metabolic rate may be 
expected. This patient has thus far received only one 
milligram of thyroxin. The administration will be 
most cautious in this patient because of the earlier 
symptoms that suggested the possibility of angina 
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pectoris; moreover, a few h 3 rpothyroid patients are 
allergically hypersensitive to the animal protein of the 
thyroid preparation. After the myxoedematous symp¬ 
toms have disappeared one may give a maintenance 
dose of desiccated thyroid by mouth for months or 
years. Reduction of the obesity can be hastened by 
use of the anti-obesity diet of Evans and Strang, or by 
the bananas and skimmed milk diet of Harrop. 

After Kocher and the Reverdins had recognized the 
identity of the S 3 miptoms in post-operative cachexia 
strumipriva with those of spontaneous myxcedema. Sir 
Victor Horsley, and also Bircher, in 1889 attempted a 
cure by the implantation of thyroid gland but without 
success as the tissue would not grow. With the extra¬ 
ordinary success of G. R. Murray’s subcutaneous ad¬ 
ministration of thyroid substance (1891) and, later, in 
1893 of oral administration (Vermehren; Howitz), 
attempts at surgical implanation were abandoned and 
were regarded as of merely historical significance. Of 
course, if transplanted thyroid tissue could be made to 
grow and to fxmction in h 3 rpothyroid patients, there 
would be no necessity for life-long administration of 
thyroid preparations by mouth. Recently, Dr. Harvey 
Stone of this hospital has conducted experimental work 
which makes it seem probable that surgical grafts of 
thyroid tissue can be made to grow, and Professor 
Longcope and Dr. Stone have agreed that the attempt 
is worth a trial in this patient. The technique will 
consist of culturing normal human thyroid tissue in 
the patient’s own serum (or plasma) preparatory to 
implantation. After determining the rise in the basal 
rate obtainable by administration of thyroxin, the latter 
will be discontinued, the basal metabolic rate will be 
allowed to return to its low levels, and then the im¬ 
plantations of the tissue cultures will be made. Let 
us hope that they will grow and function ! 

Endocrine products other than thyroid preparations 
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are not of any value in the treatment of uncomplicated 
myxoedema. The studies of Weinstein and Marlow in 
this hospital show no beneficial effects from suprarenal 
cortical preparations in either hyperthyroidism or 
h 3 rpothyroidism. 

The ncisal obstruction in this patient is sufficiently 
lessened by the use of two drops of solution of 1 per 
cent, ephedrine in oil as often as necessary. The 
swelling of the nasal mucosa may midergo reduction 
on thyroid treatment. Operations on the nasal septum 
may be avoidable. The voice ought to become less 
harsh after thyroid medication. The impairment of 
hearing has disappeared with removal of wax from the 
external auditory canals; but it is to be remembered 
that rayxoedematous patients are sometimes hard of 
hearing because of swelling of the mucosa of the 
Eustachian tubes. For the achlorhydria gastrica the 
patient should receive dilute HCl before and after 
meals. The constipation will doubtless disappear under 
the thyroid treatment, though a httle mineral oil at 
bedtime may be required. The mouth condition can be 
improved by treatment of the gingivitis and the dental 
caries and by suitable prosthetic dentistry. The aches 
and pains thought by t lie patient to be rheumatic may 
be due to the hypothyroidism; at any rate, such 
general stiffness and soreness in hypothyroidism often 
disappear under thyroid therapy. 
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SOME ASPECTS OF ENURESIS 

By WILFRID SHELDON, M.D., F.R.C.P. 

Physician in charge of the Children’s Department, King’s CoUege 

Hospital. 

I NCONTINENCE of urine is one of the most common 
complaints of childhood, and is worthy of considera¬ 
tion not only on that account, but also because 
although much has been written on the subject and 
many lines of treatment have at various times been 
recommended, it remains a symptom which causes 
much misery to children and despair to parents. 
When a child is brought for enuresis there are various 
points in the history to which careful attention must 
be paid. It is not enough to know that the child wets 
the bed during the night. We must know whether 
incontinence also occm« during the day, or whether 
by day there is frequency, for if this is the case, it 
becomes more likely that there is some underlying 
organic cause for the incontinence. It is also important 
to know if enuresis has persisted since birth, or whether 
the child had been able at some period to control his 
bladder, for in the former event all that may be needed 
is dihgent training, whereas in the latter there may be 
some psychical element to which attention must be 
given, or there may be some associated disorder, such 
as threadworm infection, or chronic mdigestion, which 
must be corrected before the bed-wetting will cease. 
Then, too, before advising treatment it is as well to 
find out what measures have previously been adopted, 
for otherwise it may happen that our instructions will 
have already been tried and found xmsuccessful. 

Just as important as a thorough history is a complete 
examination of the child, for bed-wetting is at times a 
symptom of disordered health in some other part of the 
body; for instance, enuresis is sometimes associated 
with chronic disease of the tonsils and adenoids, 
paxtioularly when these are giving rise to restless 
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sleep and snoring. It is almost unnecessary to point 
out that whenever a child is brought for enuresis, the 
urine must be examined, for although in the majority 
of cases the urine will be normal, this preliminary 
examination will occasionally throw unexpected Hght 
on the cause of the condition. 

ORGANIC ENURESIS 

The diagnosis of functional enuresis can only be 
made after organic causes have been excluded, and 
therefore we may consider these first. There are three 
diseases in children associated with the passage of an 
excessive amoimt of urine, and in each bed-wetting is 
likely to be a prominent symptom. They are diabetes 
meUitus, diabetes insipidus, and chronic nephritis. 
Diabetes melhtus in childhood tends, until the child 
comes under treatment, to be an acute disease, and 
often the classical symptoms of wasting, thirst, and 
polyuria have only been present for a few weeks before 
the child comes for treatment. As a rule, these classical 
sjmptoms are prominent, so that a careful history will 
prompt the examination of the mine for sugar, and 
enable the correct diagnosis to be reached. Diabetes 
insipidus is admittedly rare, but roughly a quarter 
of the cases arise in the first decade, and this disease 
must be borne in mind when a child is brought for 
enuresis. The two chief symptoms are great thirst 
and a copious output of urine of low specific gravity, 
and occasionally there are other signs of a disordered 
hypothalamo-pituitary function, such as obesity with 
defective development of the genitaUa. The majority of 
cases in children are associated with syphilitic infection. 
With regard to chronic interstitial nephritis, this may 
be a congenital condition, and enuresis will then have 
persisted from infancy. In addition to a history of 
thirst and polyuria, and the presence of a variable 
amount of albumin and perhaps casts in a urine of 
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low specific gravity, chronic interstitial nephritis inter¬ 
feres with growth, and the child is Ukely to be thin and 
dwarfed, and the skeleton may show the deformities 
of renal rickets. 

Then there is another important class of organic 
enuresis, namely, children who have some congenital 
deformity of the urinary tract. Within recent years 
this group of cases has received increasing recognition, 
and with the help of modem methods of urological 
investigation the true nature of many conditions that 
were previously labelled as chronic pyelitis and idio¬ 
pathic hypertrophy of the bladder has come to light. 
Although enuresis is not necessarily a symptom in 
these children, it is nearly always present, and is 
likely to be both diurnal and nocturnal. When the 
outflow of urine from the bladder is obstructed, the 
parents may have noticed that the stream is feeble and 
small, in fact, th(> child is constantly dribbling urine. 
In some of these children the bladder can be felt in the 
hypogastrium, not merely dilated, but thickened as 
well, giving a sensation on palpation not unlike an 
enlarged uterus. It should be a rule that when a child 
is brought for enuresis the hypogastrium should be 
carefully palpated, for if the bladder can be felt, and 
the child cannot empty it properly, it can be safely 
assumed that the enuresis is no mere functional con¬ 
dition. 

The cause of congenital hypertrophy of the bladder 
is likely to be different in the two sexes. Although 
phimosis has been suggested as a cause, it may be 
doubted if it ever gives rise to back-pressure 
effects on the bladder, but a pin-hole urinary meatus 
may certainly cause difficulty in micturition. More 
often in boys hypertrophy of the bladder is due to 
obstruction in the posterior urethra by valves formed 
from the mucosa in connection with the verumon- 
tanum, or perhaps by the mucosa forming a diaphragm 
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stretching across the urethral lumen. The presence of 
urethral valves in boys was first demonstrated by 
Young^ and his colleagues, and in a few cases demoli¬ 
tion of the valve by surgical means has been undertaken 
with success; but, unfortunately, it often happens 
that back-pressiu'e effects on the kidneys are already 
pronounced at birth, and death from uraemia may 
come about when the child is only a few weeks old. 
Other children have survived for a few years, possibly 
because the degree of valvular obstruction was less 
severe, and in these there may be scope for surgical 
intervention. It is perhaps worth while to mention 
that the valves are so constructed that while they 
prevent the passage of urine, there may be little or 
no difficulty in passing a catheter up into the bladder. 

Congenital hypertrophy of the bladder is less common 
in girls, and valve-like structures in the female urethra 
have never been satisfactorily demonstrated. When 
investigation has failed to reveal any organic obstruc¬ 
tion either at the neck of the bladder or in the urethra, 
the hypertrophy has been supposed to be due to a 
neuro-muscular inco-ordination between the sphincter 
and detrusor muscles of the bladder—^a state of affairs 
that may be compared with what is thought to happen 
at the recto-sigmoid junction in Hirschsprung’s disease. 
It is as yet too early to say whether or not resection of 
the presacral nerve for these bladder cases would be as 
helpful as the similar operation of sympathectomy has 
been thought to be in children with megacolon; but 
Learmonth* has recorded improvement following neur¬ 
ectomy in older persons with spasm of the neck of the 
bladder. Before leaving these cases of enuresis asso¬ 
ciated with dilatation and hypertrophy of the bladder, 
it must be mentioned that in both sexes spina bifida 
of the lumbo-sacral spine has sometimes been a con¬ 
comitant condition, which to some extent supports 
the view that a dysfunction of the nerve supply may 
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account at times for hypertrophy of the bladder. 
Mertz* has recorded an improvement in the enuresis 
following laminectomy and removal of fibro-fatty 
masses which were compressing the nerves in the 
meningeal sac of the spina bifida. 

Whatever be the cause of the obstruction to the 
flow of urine from the bladder, the effect on the urinary 
apparatus is disastrous. The ureters eventually become 
so distended and tortuous as to resemble coils of small 
intestine, bilateral hydronephrosis develops, and the 
kidney tissue imdergoes chronic sclerosis. After a 
variable jieriod, death occurs from ursemia. A feature 
common to all the congenital deformities of the urinary 
tract in childhood is the tendency sooner or later for 
infection by the B. coli to occur. This complication 
will at first be diagnosed as acute pyelitis, but as a 
rule the response to the usual methods of medical 
treatment proves unsatisfactory; the acute 83 nnptoms 
may subside, but the urine continues to contain pus 
and organisms, and enuresis, if not previously present, 
is likely to appear. When “ acute pyelitis ” proves 
refractory to thorough medical treatment, the possi¬ 
bility of some urinary tract deformity should be 
suspected, and the child should be investigated from 
this point of view. Occasionally help may be obtained 
by X-raying the child after fillin g the bladder with a 
solution opaque to X-rays (such as sodium iodide 
13*6 per cent.). This reveals the bladder outline, and 
when the ureters are dilated and in free communication 
with the bladder, by raising the child’s pelvis the fluid 
will sometimes regurgitate from the bladder into the 
ureters, and so a pyelogram may be obtained. In 
other cases intravenous pyelography or cystoscopy 
and pyelography after catheterization of the ureters 
may throw light on the underlying condition. Such 
conditions* as stenosis of one or both ureters at their 
upper or lower ends, double ureter, horseshoe kidney. 




480 


THE PRACTITIONER 


and so on, may by these means be revealed. 

Unfortunately, even when the nature of the deformity 
has been revealed it may not be amenable to surgical 
correction. If infection of the urinary tract persists, 
the urine can sometimes be rendered sterile by giving 
a ketogenic diet, for it has been shown that the elimina¬ 
tion of ^-hydroxybutyric acid in an acid urine is 
inimical to the growth of B. coU. The principles of this 
diet include a high intake of fat with a minimum of 
carbohydrate, and not unnaturally it is sometimes 
difficult to persuade children to tolerate a diet of this 
sort. When it is decided to make use of a ketogenic 
diet for a child, it is more likely to be successful if 
carried out in a hospital or nursing home, under 
conditions of skilled nursing. 

FUNCTIONAL ENURESIS 

It must be admitted that the majority of children 
who suffer from enuresis do so for no apparent organic 
reason. Continence during the night is a habit which 
has to be acquired, and most children can be trained 
to keep their bed dry by the time they are two years 
old; but some children take longer than others, and 
one would not speak of functional enuresis under 
three years of age. Actually children are usually 
brought for treatment of this condition after they are 
five years old. By this age, the incidence of enuresis 
is not high; in an inquiry among several large residen¬ 
tial homes for poor-law children, totalling over 5,000 
children between the ages of 5 and 15 years, I found 
the incidence of nocturnal enuresis to be approximately 
5 per cent. Roughly three boys were affected for 
every two girls. 

Although a routine examination of the urine must 
be done in all cases, it is seldom that any abnormality 
will be found. H 3 q)eracidity of the urine has been 
blamed, but is more likely to give ripe to frequency 
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than incontinence; in any case the excessive acidity 
can soon be reduced with potassium citrate. The 
presence in the urine of uric acid or oxalate crystals 
may also cause frequent emptying of the bladder, and 
will call for the use of alkalies, but it is unusual for 
these crystals to cause enuresis. Dr. Robert Hutchison 
has pointed out that in some children with enuresis the 
amount of urine excreted during the night is greater 
than that passed during the day, which is the reverse 
of what normally happens. 

There is no doubt that local causes of irritation may 
assist in» keeping up enuresis. Threadworms are 
important in this respect, although whether they 
operate solely by producing local perineal irritation at 
night-time seems doubtful. It is at least as likely that 
the catarrhal state of the bowel, of which they are 
evidence, promotes a degree of nervous exhaustion 
and thereby makes it more difficult for the child to 
acquire proper nervous control of the bladder. Other 
nervous habits, such as tic movements, are likely to 
exist at the same time, and neither they nor the 
enuresis are likely to clear up until the threadworm 
infection has been removed and the health of the bowel 
improved. Constipation is another common s 3 anptom 
which may need attention. Enlarged and septic 
tonsils and adenoids, and the irritation of carious 
teeth, may be factors by disturbing healthy sleep. 
Occasionally one finds that heavy suppers or copious 
drinks are given before bedtime, and that when these 
are stopped the enuresis ceases. It has recently been 
suggested that enuresis may sometimes result from the 
child’s hypersensitivity to the material of his bedding, 
and that good results may follow the substitution of 
the feather pillow and horsehair mattress by bedding 
stuffed with a vegetable fibre. 

It is doubtful if simple phimosis is a cause, although 
the irritation of secretions retained under the prepuce 
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may be a factor. Enuresis sometimes ceases after cir¬ 
cumcision, but the operation is no panacea; indeed, 
it often has no effect, and therefore should not be 
advised unless there is some evidence of preputial 
irritation. 

TREATMENT 

General rmnagememt .—^The diet should be easily 
digestible, and should be free from coarse foods that are 
likely to leave a large residue in the bowel. The last 
meal should be a light one taken at tea-time; the 
amount of fluid at tea should be restricted to a cupful, 
and no drinks should be given after tea. It is impor¬ 
tant to make sure that the bladder is properly emptied 
at bed-time, and if it is found that the bed is wet within 
an hour or so the child should be got out about half an 
hour after going to bed and be made to try to pass 
urine again. When the wetting occurs later in the 
night, an attempt should be made to try to determine 
roughly at what time the wetting takes place, so that 
the child may be roused before the accident happens. 
If it proves impossible to time the child in this way, he 
should be wakened regularly at 10 o’clock to pass 
urine. The waking must be done thoroughly, for the 
child must understand why he is being roused, other¬ 
wise he may only incompletely empty the bladder, in 
which case he might just as well not have been dis¬ 
turbed. As a general rule, a child should not be roused 
more than once duiing the night. 

There is no doubt that the psychical aspect of treat¬ 
ment is of great importance. Many of the children 
are intelligent enough to be made intensely miserable 
and ashamed by the continual repetition of their 
nightly accidents, and the reproachful looks of their 
parents, coupled with alternate scoldings and pleadings 
for greater efforts to be dry at night, makes the menace 
of a wet bed loom large in the child’s mind, and 
undermines his self-oon&lenoe in his power to 
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recover. Occasionally the child may attempt to conceal 
his feelings by a show of bravado to the whole affair, 
but such an attitude is often the fault of those in charge 
of him. Punishment is, as a rule, worse then useless, 
for it increases the child’s anxiety instead of helping 
him to regain confidence in his ability to keep his bed 
dry. Equally harmful are perpetual lamentations 
over the child’s shortcomings in his presence. The 
attitude in the home should be one of reassurance, with 
confidence in the child’s ultimate success. It is better 
to make much of a dry night, and leave unremarked a 
failure. So long as a child is made to feel ashamed and 
inferior to his fellows, which, incidentally, may easily 
happen at a boarding-school, his misfortunes will con¬ 
tinue. 

Bed-wetting is also common among mentally back¬ 
ward children, and is then rather a different proposition. 
The early trainmg of these children in the habits of 
cleanliness is, indeed, an arduous task. Some of them 
seem to feel no discomfort from a wet bed, while others 
seem too lazy to bother about it, and it often becomes 
necessary to offer some sort of bribe in order to train 
them to be dry at night. 

Drags .—^The most popular remedy is belladonna, 
but no drug is likely to help unless the general manage¬ 
ment outlined above is adhered to. Belladonna is 
certainly sometimes very effective, but to be so it needs 
to be given in large doses. Fortunately, children can 
generally tolerate relatively much larger doses of this 
drug than adults. The initial dose should be 7^ minims 
of the tincture given thrice daily, and the dose should 
be increased by 2^ minims every four or five days until 
as much as 30 or even 60 drops are being taken at 
each dose. It occasionally happens that a child is 
sensitive to the drug, and then a noisy delirium may 
be produced by only a few minims, and the drug will 
have to be discontinued, but otherwise it is seldom that 
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toxic symptoms appear before the inoontinence is 
overcome. When the bed-wetting diminishes, the dose of 
belladonna should be maintained for two or three weeks, 
and then be reduced in the same way as it was increased, 
the whole course taking three months or more. 

Another drug of some value is hquid extract of ergot; 
it may conveniently be combined with belladonna, 
beginning with 5 minims and increasing gradually up 
to 15 or 20 drops. Strychnine (2 or 3 drops of the 
tincture of nux vomica) is also worth a trial in 
combination with the previously mentioned drugs. 
Treatment with thyroid extract has its advocates, 
indeed one authority^ has stated that nocturnal enuresis 
in the vast majority of cases is caused by thyroid 
inadequacy and is readily curable by the administration 
of thyroid extract. My own experience of thyroid 
medication in this condition has been disappointing. 
It is likely enough that children who lack th 3 a*oid from 
birth will be late in acquiring control of their bladder 
just as they are late in learning other things, but the 
enuresis is due to their m^tal backwardness and is 
comparable with the enuresis that keeps company 
with mental defect from other causes. It cannot be 
said that the majority of enuretic children show other 
clinical evidence of lack of thyroid such as a degree 
of obesity, coldness of the extremities, or mental 
hebetude; in fact, apart from their enuresis, most of 
these children are normal both mentally and physically. 
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EUTHANASIA 

By T. E. HAMMOND, F.R.C.S. 

Assistant Surgeon, The Royal Infirmary, Cardiff. 

A SURGEON is at times consulted about a patient 
dying of some painful disease and anxious to know 
if some operation cannot be performed notwithstanding 
that it may be very severe and may give just a little 
respite from the symptoms. There is not really any 
desire on the part of the patient that his life should be 
prolonged and, though his one wish is for relief from 
suffering, he really hopes that he wiU not recover from 
the operation. But operations at this stage do not do 
much to relieve suffering, and, as the risk is very great 
and the subsequent pain is bound to be considerable, 
its performance is an abuse of surgery. For it is 
always possible to relieve pain by the administration 
of morphine. Though strangely enough some prac¬ 
titioners refuse to give adequate doses owing to the 
risk. Occasionally one is found who yet may urge an 
operation, even if the risk is very great and the relief 
somewhat problematical; he seems to think that this 
is reasonable; whereas the administration of big doses 
of morphine and the aUied drugs which are certain to 
relieve the symptoms is wrong. No surgeon should 
now consent to do it, for there are more pleasant ways 
of passing out of life than dying after an operation with 
its added pain and asthenia. 

Sometimes a patient is so distressed that he begs for 
a single dose of morphine sufficiently large to cause 
death. It is the impression of many that though a 
patient may ask for this, he does not really mean it, 
as the following case seems to show. Some years ago I 
attended a mfl-Ti dying from inoperable cancer of the 
bladder; he craved for a dose of morphine that would 
put an end to life. For this he repeatedly asked, yet 
in a drawer well within his reach was enough morphine 
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to kill many men; he knew it was there, but did not 
make any attempt to take it. His practitioner was 
quite definite that he did not reaUy mean what he said, 
and he felt that if he had gone to him with a syringe 
oontaioing an overdose of morphine, he would not have 
consented to its injection. His suffering, however, was 
relieved when morphine was pushed. Now it is one 
thing to give a big dose of morphine to relieve a symp¬ 
tom even if there is a risk—^this is constantly done in 
medicine and is quite in accordance with its ethics— 
but it is another thing to give a dose with the object 
of causing death; this a practitioner should never do. 
The word euthanasia refers to two things; (1) the 
practice of painlessly putting to death those suffering 
from distressing s)Tnptoms as an act of mercy, and 
(2) the practice of relieving suffering so that the going 
out from life may take place with as little distress and 
pain as possible. These are such totally different 
aspects that each should be considered separately. 

The State has never sanctioned the first, and a medical 
man is not given the right by any diploma he possesses 
to administer a drug to cause death. It is probable that, 
even if it were permitted, the majority would refuse 
to carry it out, since they entered their profession to 
maintain and to prolong life, not to take it. It has 
been suggested that a body of men should be selected 
to act as a jury to investigate each case. This may 
become necessary for imbecility and other conditions; 
but this question the State has not yet faced. Until 
it is prepared to give the lead, it is not a matter of 
concern to the medical profession. For having once 
pointed out some condition that exists, so that the 
State may take action if it wishes, it has done its 
duty. 

It is with the second that this article deals, and it is 
the only one with which the profession need be con¬ 
cerned. Euthanasia in this respect is a matter of 
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interest to all, for death sometimes comes very slowly 
and its delay may be tragic to the patient and to those 
around him. A medical man is permitted to give drugs 
to relieve pain and suffering, so that life may go on 
with as little disturbance as possible and death may 
take place peacefully. The amoimt that he may give 
has wisely been left to his discretion. He may give as 
much as he thinks a particular patient needs, providing 
the aim is to relieve symptoms. The State has wisely 
not laid down any law that the dose which he can 
administer is limited in its amount. He must be 
guided by what is in the interest of that patient. But 
however much death may be desired by the patient, 
in no circumstances is a medical man ever permitted 
to hasten its approach. Now it must not be assumed 
that the administration of drugs to relieve suffering 
necessarily hastens the end. For if the pain persists, 
it will soon imdermine the health; and even if a drug 
has a depressant action, its harmfulness may be more 
than counterbalanced by the serious effect of the pro¬ 
longed and severe pain which it is given to relieve. 
Up to the present the State has entrusted to the medical 
profession a tremendous power in regard to this aspect 
of euthanasia, not so much by establishing laws that 
enable its members to act, but by not establishing laws 
that limit their power. If medical men have been so 
entrusted, they can claim that for centuries this privi¬ 
lege has never been abused. 

There is now, however, a tendency for many in the 
profession to concentrate on the prevention of disease 
and the maintenance of health and to forget that one 
of its aims should be the endeavour to make the living 
of life and the passing out from life as easy as possible 
for the patient and his friends. If a practitioner omits 
to do this, he has not kept faith with the patient or the 
State. Since one of the privileges that a medical 
qualification gives is the power to prescribe dangerous 
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drugs to any amount that may be considered advisable, 
so long as the aim is the relief of pain and suffering. 
There is, indeed, little doubt that a popular referendum 
taken now on this question would show the wish that 
whenever possible an innocent man should not suffer. 
But in my talks with nurses it is brought home again 
and again that there is stUl far too much suffering in 
hopeless cases. For although in recent years the 
administration of hypnotics has been brought to a fine 
art, attention has been given largely to relieving the 
strain and pain of an operation or the pain of child¬ 
birth, and but little to the reUef of the sufferings of 
those who will soon have to meet their end. This 
aspect has been neglected. When a practitioner is 
trying to come to a conclusion on the advisability of 
euthanasia as a general measure, it is well to discuss 
the subject with nurses who have such a large experi¬ 
ence of these cases; I have rarely met one who did not 
agree with what is advocated here. The practitioner 
should remember that he is able to prescribe and to 
go away; whereas the nurse and the relatives have to 
stay all the time, and much goes on when he is not 
present of which he may remain unaware. The pain 
that these people have to bear is all the greater towards 
the end, when the will and the desire to live have gone. 
So long as the conscience of the doctor is clear and he is 
acting in accordance with the traditions of his profes¬ 
sion, he should not hesitate to give relief. 

THB BELIEF OF PAIN 

Now that so many drugs are available for this 
purpose no patient should reach the stage when he 
desires an operation in the hope that it may lead to 
death, nor should he be allowed to linger on in agony 
with his pain unrelieved. If they are properly given, 
the passiag out from life should take place with 
little pain, and death would in no way be hastened. 
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Unfortunately, it is still difficult when life is likely to 
last for years to counteract pain all the time; for if drugs 
are administered over a prolonged period they may 
eventually fail to act or may lead to demoralization, 
which may ultimately be as distressing to the patient 
and his friends as severe pain. But this is a matter of 
little concern when the end of life is in sight. When 
pain becomes too severe for the patient to bear, is 
leading to demoralization, and renders the end so 
distressing to him and his relatives, it is the duty of 
the practitioner to push morphine so as to prevent 
suffering, pnless the patient objects. A case of inoper¬ 
able cancer will be taken as an example. If a patient 
is told the truth about his disease he will often put up 
with pain that he otherwise would grumble about. It 
is strange that when a patient realizes what he is 
suffering from he should become more contented; but 
of the accuracy of this impression in the majority of 
cases there is no question. On the other hand, morphine 
does seem to lead to some loss of self-control, and it 
is well known that, if given too early in the disease, 
the patient gives more trouble than if it is withheld. 
But is it really so much worse than the demoralization 
which follows constant pain? It is seen to a much 
less extent in those who take opium; for though the 
continued use of opium over a number of years may 
undermine the general health, those who have practised 
in the East tell me that it does not lead to moral 
degeneration. A friend of mine who suffered from a 
severe arthritis for years during which he was compelled 
to take hypnotics said that opium induced a beautiful 
sleep, relieved the pain, and did not lead to any bad 
after-effects. Morphine, on the other hand, was much 
more efficacious in relieving pain, but the following 
day a headache, loss of appetite and constipation 
followed. It does seem as if the total alkaloids in 
opium had some action in the body which it is difficult 
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to account for and which prevents those harmful 
effects that are seen with morphine. 

It has been known for years that opium has a difiCerent action 
from its principal constituent morphine, but the work of Billard 
on phylaxis may offer the explanation. He has shown that when 
sparteine sulphate is injected with a lethal dose of snake venom into 
a guinea pig it does not die. This is due not to the neutralization of 
the venom as has been assumed, but to the sparteine combining 
with the lipoid of the nerve cells as a result of which the venom 
cannot act. It is now destroyed by the cells of the body or is excreted. 
To this protection of the nervous system he gave the name phylaxis. 
It applies not only to toxins, but to chemicals. Now the harmful 
effect of morphine is due to its action upon the nervous system. 
Opium contains about seventeen other alkaloids. May not its 
distinctive action be due to one of these combining with the lipoids 
as was suggested by Billard, as a result of which the morphine 
cannot now be attached and is destroyed by the tissues or is excreted ? 
This would explain not only the different action of opium to mor¬ 
phine, but why a dose of morphine should be more dangerous than 
one of opium containing the same amount of morphine. 

If opium is given to relieve pain, large doses may be 
necessary. So the rule is to withhold powerful drugs 
as long as possible; but as soon as the suffering becomes 
severe they should be given in doses sufl&ciently big to 
produce relief. Morphine should be the last. Aspirin, 
veramon, or novalgin should first be tried. One or the 
other of these will often be found to have a sedative 
effect in the early stages. Then nepenthe, h 3 rpnopoid, 
and opium should be tried in this order; these produce 
a feeling of ease and relieve the suffering. When the 
pain becomes very severe much morphine may have 
to be given; for with the severe pain of a renal colic, it 
is often surprising how much morphine must be given 
to produce relief; again, when inoperable cancer gives 
rise to pain, opium and morphine may be tolerated in 
extremely large doses. The ordinary pharmacopoeial 
doses are useless. It may be necessary to give thirty 
or forty grains of morphine in 24 hours. At this time 
the amount that De Quincey took, namely, twelve 
thousand drops of laudanum each day, should be kept 
in mind. It is absurd to say that morphine ceases to 
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act. It ■will always relieve pain if sufficiently large 
doses are given. I recently saw a patient with inoper¬ 
able cancer who had been given 1^ grains every hour 
for over a month previously, and towards the end this 
was even increased. Yet he was perfectly rational and 
talked quite sensibly when seen by me a fortnight 
before his death. When faced with one of these cases, 
a doctor should remember that his first duty is to the 
patient, whose feelings are the one thing that should 
count. He should first have a talk with him and his 
relatives. If he is content to put up with the pain, 
narcotics' should be withheld. But when the pain 
becomes too severe, they should be pushed to any 
extent the patient may desire, so long as the aim is to 
give reUef. 


THE END OF LIFE 

It is strange to note the efforts that are at times 
made to keep back the departing soul. The following 
case which came to my knowledge a little time ago may 
serve to bring home the folly of this :— 

A man of great energy had a cerebral haemorrhage at the age of 
73. For seven years he was bedridden and a dotard. He then had 
another haemorrhage, but by the administration of oxygen and 
stimulants night and day was kept alive for a week. It was difi&cult 
to see the object of this, because, if he could regain his state of a 
year before, he was nothing but a burden to himself and to every one 
else. The tragedy was that he was a fine type of man and had he 
retained his faculties he would never have consented. 

Though a practitioner may do nothing to terminate 
hfe, it is an abuse of the practice of medicine to go out 
of the way to prolong it uselessly. He occupies an 
impartial position and in coming to a decision he is not 
influenced by emotion. It is his duty at such a time 
to realize that it may be the best thing that could 
happen and, ha'ving quietly pointed out to the relatives 
that no treatment could make life worth living, he 
should hold his hand. What is the good of making 
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a great effort to ovOTOome an acute disease such as 
pneumonia, when, even if the patient recovers, the 
health he can expect is no better than that which he 
had before when life was hardly bearable. The prob¬ 
ability is that it will not be so good. When an opera¬ 
tion is discussed, the practitioner has to take into 
consideration not only the immediate risk, but whether 
the expectation of life is sufficient to justify the risk 
and suffering that the operation involves and whether 
if the patient lives, the health he is likely to obtain is 
sufficiently good to make life worth living. When 
these questions are faced, many operations now per¬ 
formed will be found not to be justified. 

When an old person is beginning to lose ground, or 
when a man who has had a long illness is failing, it is 
equally unfair to prescribe stimulants unless the patient 
expresses a wish for them. For if life is now main¬ 
tained, it amounts to little more than the prolongation 
of the act of dying. It is my impression that it is rare 
for a man at such a time to wish it to go on. He comes 
to regard death as others look upon sleep and 
quietly yearns for it as a happy release. So often, 
however, the relatives wish it to be maintained; they 
attribute his weakness to the taking of little food and 
to his lying in bed; they think that if only he would 
make an effort he would live. Consequently they 
endeavour to get him to eat more food and to take 
exercise. To one who is nauseated by the mere mention 
of food and who is far too weak to exert himself, this 
but adds to his suffering. The practitioner should at 
this time consider the interest of the patient, who may 
need to be protected from his relatives, though they 
are trying to do everything for his good; he should 
point out to them that the weakness is the result of 
age or disease. In this state the patient is better for 
rest and for taking little food; attention might be 
drawn to the book “Diet in relation to age and 
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activity,” by Sir Henry Thompson. The practitioner 
will ease the feelings of the relatives by pointing out to 
them that, if it is just a relapse as they may be hoping, 
rest and little food will help him to recover; if it is 
just the terminal break up, his suffering will not be 
added to nor will his end be hastened. Stimulants 
should be withheld. In a terminal illness or in advanced 
age a feeling of weakness is often present which is 
very trying to the patient. Tonics seem to be indicated. 
They are of little use since the body is not able to 
respond. At such a time sedatives are indicated; 
tincture of>opium in two minim doses t.d.s., or sodium 
barbitone gr. ii, t.d.s., will often give much relief. 

In a terminal illness a h 3 rpnotic is often withheld too 
long or given in insufficient doses. The drowsiness and 
weakness that are seen the following day are attributed 
to it and the amount is then reduced, whereas really 
these symptoms are part of the illness, and at this 
stage no habit will be formed. Nor should too much 
attention be given to the fact that those who observe 
him say he closes his eyes and is not restless. So often 
the patient means by sleeplessness the disturbances 
caused by dreams which at times fall just short of 
delirium and are even more dreaded since they are 
remembered. It is kinder at this time to increase 
rather than decrease the dose. 

ACUTE DISEASES 

In acute diseases the patient is encouraged to take 
as much light food as possible and to drink plenty of 
fluids, the aim being to maintain the strength and to 
overcome the toxaemia. He can easily become- 
nauseated by excess of these and this adds to his 
misery. At this stage all the tissues are suffering from 
the effect of the toxaemia and are functioning badly. 
This applies to the stomach and the kidneys and harm 
may even result from too much food and too much 
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fluid. Except in children, in whom growth has to be 
allowed for, it is the practice of many nowadays to 
cut these down. It is found that when the expectant 
treatment is carried out in acute appendicitis and acute 
cholecystitis the patient does extremely well, when no 
food is given for a week or ten days. If his min d is 
put at rest by explaining to him that the starvation is 
in his own interest and that it will do him good rather 
than harm, it is extraordinary what little wasting 
takes place. In acute diseases treated by the usual 
measures which have failed it is my practice when the 
condition seems hopeless to withhold stimulants and 
to abstain from forcing food or fluids. Since a patient 
should never be allowed to pass out from life with his 
mental faculties too alert, I give sufiicient opium or 
morphine to quieten consciousness. It is somewhat 
surprising to find that sometimes such a patient pro¬ 
ceeds to improve and lives. Is it not possible that the 
previous treatment by stimulants, food and fluids, has 
been doing harm rather than good ? Is it not possible 
that the constant effort to keep him in a certain position 
and the daily washing are really fatiguing to one who 
is ill ? Is it not possible that the opium by quietening 
consciousness prevents the entrance of those sensations 
that have previously been causing him distress? As 
a result of abandoning treatment he obtains the rest 
of which he is sorely in need. Since coming round to 
this view it is my practice when a certain stage has 
been reached in an acute illness and the patient is 
going down hill in spite of careful nursing, not to force 
food or fluid; to withhold stimulants and to give 
sedatives. It seems that the results are better than 
those that were formerly obtained. In addition, the 
patient has an easier passage, for he is less disturbed. 
This aspect of euthanasia is sometimes lost sight of. 
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THE VALUE OF AUSCULTATION 
OF THE ACUTE ABDOMEN 

By T. G. ILLTYD JAMES, M.Ch., F.R.C.S. 

4tlk 

Deputy Medical Superintendent, Centred Middlesex County Hospital. 

T he stethoscope has proved of indispensable value 
in the diagnosis of affections of the chest, but in the 
elucidation of abdominal diseases its use has been 
much neglected. Auscultation of a large number 
of abdomens—^normal and abnormal—^has convinced 
me that valuable data can be obtained, more 
especially in the diagnosis of certain acute abdominal 
conditions. 


THE NORMAL SOUNDS 

The stomach, when it contains food, produces a 
medley of gushing and gurgling sounds audible over 
the greater part of the abdomen, but most intense in 
the epigastrium. They are not prominent when the 
stomach is empty. The large intestine at the height 
of activity produces various sounds, most marked over 
the ascending and transverse colon. The majority of 
intestinal sounds, however, are due to the peristaltic 
activity of the small intestine, and for clinical purposes 
they are the most important. These sounds are most 
active an hour or two after a meal and vary from soft 
crepitations to loud harsh gurgles. Their number and 
different characters are at first confusing, but this 
confusion is less when the stomach is empty and in¬ 
testinal activity is minimal. They are best appreciated 
over the lower left quadrant of the abdomen, where the 
sounds produced by the caecum and ascending colon 
are least obtrusive. A little experience will indicate 
that the sounds produced by the small intestine possess 
a certain amount of rhythm, rising and falling in 
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intensity, and interspersed now and again by explosive 
crackles and rumbling gurgles, sometimes audible at a 
distance. It is advisable to listen for a few moments 
and to repeat the process, for the frequency and 
intensity of the sounds vary from time to time, often 
subsiding into silence for a short period to reappear in 
abundance. In the evaluation of any departure from the 
normal concentration on the sounds produced by the 
small intestine yields most useful data, and for this 
pmrpose auscultation over the left or right lower 
abdominal quadrants suffices. 

ABNORMAL SOUNDS 

The routine employment of the stethoscope in all 
acute abdominal conditions has indicated that auscul¬ 
tation is of assistance in the following conditions: 
(1) General peritonitis reduces the abdomen to silence. 
As long as the inflammatory condition is confined to a 
particular organ, no alteration in the soimds can be 
distinguished. Occasionally a friction rub, analogous 
to that of pleurisy or pericarditis, may be heard if the 
peritoneal surfaces are roughened by lymph, for 
example, in cholecystitis or tuberculous peritonitis. 
The rarity of this sign, however, detracts from its 
practical value and even when present it is much more 
readily detected by palpation. The peristaltic soimds 
are still audible even in the presence of a localized 
abscess, for example, in an appendicular abscess, 
although they may be somewhat diminished in in¬ 
tensity and frequency. They are abolished only when 
the peritonitis becomes diffuse, and the silence in this 
condition is therefore of grave significance. 

(2) In perforations of the intestinal tract into the 
general peritoneal cavity there is often complete silence 
even before peritonitis is established. This silence may 
be found in perforations of the vermiform appendix, 
of diverticula of the colon, or of peptic ulcers. In the 
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last of these the sign was frequently found as early as 
half an hour after the onset of perforation. A silent 
abdomen therefore is valuable confirmatory evidence 
of suspected perforation. It has also occasionally 
proved of value in the differentiation of these lesions 
from acute thoracic affections, for in the latter the 
abdomen is never silent. In perforations of the intes¬ 
tinal traxjt the peristaltic silence is frequently replaced 
by transmitted heart soimds which may be heard as 
loudly over the abdomen as over the chest. This 
conduction of cardiac sounds was described long ago 
by Claybrook^ in association with abdominal injuries 
causing rupture of the intestine. He stated that the 
presence of this sign after an abdominal injury was an 
indication for immediate laparotomy whether other 
signs were present or not, and also that this sign was 
present in other perforations and would be of value in 
differentiating rupture of a gastric or duodenal ulcer 
from appendicitis, as it would appear at once in these 
cases, but not in appendicitis until rupture had 
occurred. Prom personal experience the sign has been of 
great value in obscure cases of perforation of gastric or 
duodenal ulcer. It is produced by the presence of free 
gas and fluid in the peritoneal cavity. Free fluid alone, 
e.g. ascites, does not produce the sign and in several 
cases of ruptured ectopic gestation it was not elicited 
even when there was a large amount of free blood in 
the peritoneal cavity. Free gas therefore seems to be 
essential for its elucidation. In this coimection it is 
important not to confuse the sign with the heart 
sounds sometimes transmitted by distended hollow 
organs like the stomach and to exclude those sounds 
associated with obstetric conditions. Claybrook’s sign 
is valuable when taken in conjunction with the absence 
of peristaltic sounds. This combination usually in¬ 
dicates a perforation somewhere in the intestinal tract. 

(3) Intestinal obstruction increases the number, the 
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frequency and the intensity of the peristaltic sounds. 
Loud rumbling noises as if of distant thunder may be 
heard, and these are common to all obstructions but 
become more prominent the lower the site of occlusion. 
The stethoscope detects a characteristic metallic or 
tinkling resonance produced by the mixture of fluid 
and gas in the small gut, frequently echoing as if in 
hollow caverns. In addition there may be long drawn 
out gurgles and sizzling noises as if gas were passing 
through narrow channels, most intense at the height of 
a peristaltic wave. Another sign frequently present, 
especially in obstructions of the small intestine, is a 
splashing sound which can be elicited by quickly 
dipping the fingers on the abdomen as if for deep 
palpation. It is produced by the succussion of air and 
fluid in the obstructed coils. Once heard these sounds 
are very characteristic, and they will aid in confirming 
other physical signs. They are of greatest value in the 
early stages of obstruction in the small intestine, and 
can often be elicited before other signs, such as disten¬ 
sion, are present. When the abdomen is distended 
auscultation wiU serve to differentiate mechanical 
obstruction from that due to peritonitis or paralytic 
ileus. 

(4) In paralytic ileus the abdomen is usually silent. 
This complication is not uncommon after abdominal 
operations, and difficulty may arise in the diagnosis 
from post-operative peritonitis or from obstruction of 
mechanical origin. It has already been shown that the 
latter gives rise to an augmentation in the sounds and 
an alteration in their character, and these together with 
the presence of succussion will aid in the diagnosis. It 
is often difficult to diagnose paral 3 rtic ileus from post¬ 
operative peritonitis, but the latter can often be 
suspected from the very nature of the operation, and 
when it can be excluded, a silent abdomen points to 
paralytic ileus. Its early detection .is possible by 
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means of the stethoscope, thus allowing the institution 
of suitable remedies when they can be of most value. 
The return of peristaltic sounds is a good prognostic 
sign. 

CONCLUSIONS 

It is possible by auscultation in acute abdominal 
conditions to differentiate between the hyperactivity 
of mechanical obstruction and the inactivity caused by 
paralytic ileus or general peritonitis. The increase in 
the sounds in intestinal obstruction is in marked 
contrast tp the silence of general peritonitis. When 
the peristaltic silence is replaced by the transmission 
of heart sounds it is indicative of a perforation of the 
intestinal tract. In post-operative conditions auscul¬ 
tation aids in the differentiation between mechanical 
obstruction and paralytic ileus. It can be concluded 
therefore that the stethoscope is a valuable aid in the 
diagnosis of certain acute abdominal conditions. It 
should be stressed, however, that as in all other methods 
of diagnosis, the value of auscultation is enhanced 
when the findings are appraised in their relation to 
other clinical evidence. 
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A PLEA FOR THE NEUROTIC 

By J. W. ASTLEY COOPER, L.R.C.S.. L.R.C.P. 

Joint Medical Superintendent^ Middleton Hall Mental Hospital^ and 
Almora Hall, Middleton St. George, Co. Durham. 

A S one who became interested in the neuroses and 
,/x^liose suffering therefrom (more than thirty years 
ago) and who for nearly that period has given most 
of his time to their study and treatment, I may 
perhaps be permitted to plead with the general prac¬ 
titioner and others for a better understanding of and 
more interest in the “ neurotic.” The neurotic is no 
doubt the hUe noir of the general practitioner, and apt 
to be regarded by him as a nuisance rather than as the 
very sick man or woman he or she reaUyis. It is common 
knowledge to those constantly in contact with neurotics, 
that the mental pain and distress from which so many 
of them suffer acutely are not a little contributed to 
by their realization that their doctor, if not regarding 
them as a nuisance, at least appears to be unable to do 
anything for their relief. Incidentally, I wonder if 
om tendency to impatience with the neurotic and his 
ailments may not be due, at least in some measure, to 
a feehng of helplessness as regards our efforts at 
treatment. 

More than thirty years ago, when a house surgeon at my medical 
school, I remember a man presenting himself as an out-patient, and 
when his turn came for examination he handed my chief two or 
three pages of foolscap on which he had written his story. He asked 
my chief to read these as he did not feel able to state his case in 
pubho. My chief glanced at the screed and told the man he had 
come to the wrong department, this was the surgical department, 
and passed on to the next case with the remark to the class of 
students, “ One of those neurotics for whom we have no time— 
the man’s mad.” On reading those sheets of foolscap later I found 
in these the kind of story which I have heard many times since, 
showing all the symptoms of a severe neurosis. Here was a very 
sick man for whom I could do nothing other than give him the 
utterly futile advice not to worry, which is about as useful as to 
advise a shy young man to adopt an easy manner, especially among 
ladies. What became of him I do not ^ow, bu^ in all probability 
he cut his throat or drowned himself for want of the help we should 
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have been able to give him. 

Some time ago—^more than thirty years later—a patient came 
under my care on the advice of a consultant given more than a 
month previously in his report on the case to the family doctor. 
The patient had been ill for months, but only with great reluctance 
had the doctor made an appointment for him to see the consultant 
because there was no apparent cause for the patient’s symptoms 
and mental depression and only the need, as he thought, for an effort 
on the patient’s part to “ pull himself together.” Moreover, for 
similar reasons, he did not agree with the ^vice of the consultant 
that the patient needed specialized treatment in a specialized 
nursing home and took no steps in the matter till once more urged 
to do so. Incidentally, this patient had been ailing for more than a 
year, had lost over a stone in weight, and had ultimately to give up 
responsible work which he had carried on successfully for eighteen 
years. The medical man concerned holds a well-deserved reputation 
as a very able practitioner, but like a number of other able medical 
men is apparently unable to appreciate that a patient may be a very 
sick man and yet show no physical signs of the symptoms from which 
he claims to be suffering. No attempt seems to have been made in 
this case, and many similar ones, to discover any psychogenic 
cause for the patient’s mental and physical symi)toms wliich were, 
however, present and more than sufficient to account for them. 
There is no reason why under proper treatment this patient should 
not be fit to return to work in a few weeks, but such was his mental 
distress when I first saw him that had he remained much longer 
untreated it might well have proved more than he was able to bear 
and another preventable tragedy been added to the list of those 
broadcasted as ” missing from his home. ... Ho has been much 
depressed of late and it is feared that some mischief may have be¬ 
fallen him.” 

During the thirty years which have intervened 
between the first and second instances just mentioned, 
how many thousands of unfortunate people have 
suffered from similar mental disturbances called in 
common parlance “ nervous breakdown ” or just 
“ nerves ” with and without various physical manifes¬ 
tations for which repeated physical examinations 
disclose no apparent cause and yet who have after 
what seems to them a hopeless and endless struggle 
finally ended it via the gas-oven, railway lines or the 
river ? Though, of course, it is obvious that the busy 
general practitioner has not the time, even if he had 
the training, to deal with such patients as they should 
be dealt with, it is not so easy to understand why he 
should not treat such patients as he treats others who 
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need special treatment which he is unable to give 
them, surgical or medical, send them where it is obtain¬ 
able before it is too late for any treatment to be success¬ 
ful, and not continue to regard such patients as mere 
weaklings who imagine they are ill when they are not, 
and for whom nothing can really be done. It was 
more than amply demonstrated during the war that 
it was by no means only the weaklings who suffered 
from neuroses. Among our patients in those days 
were men who had gained many distinctions for courage 
and endurance. Many of the psychogenic causes are 
as operable now in civil life and just as capable of 
producing neurotic illnesses in once strong and healthy 
men and women. 

I have a patient at the moment who has reached the age of 49 
and who served with distinction in the war for three years; he 
has since been a schoolmaster, with charge of physical training and 
games, and himself an athlete. Till three months ago he had not 
known, except when wounded, what it was to be “ sick or sorry.” 
He then became depressed, lost interest in his work and all con¬ 
fidence in himself, talked of failure, gave up all social engagements 
and contemplated suicide. There were several psychogenic causes 
for this breakdown, some of which had been dormant (successfully 
repressed) for many years. He is making a satisfactory recovery. 

However, supposing the general practitioner did 
realize, as he should, that the neurotic is a sick man at 
least as much deserving of the best and most up-to- 
date treatment as any other of his patients, how is he 
to procure such treatment for his patients ? If he has 
a patient with appendicitis or pulmonary tuberculosis 
he has no difficulty about his or her disposal. With 
regard to the patient suffering from functional nervous 
disorder or the milder mental illnesses, however, the 
matter is more difficult. In respect of such patients 
who can afford to go there, there are a small number 
of specialized nursing homes scattered about the 
country where they can obtain really efficient treat¬ 
ment at fees varying from six to fifteen guineas a 
week. There are also private mental homes where 
such persons can be admitted as voluntary patients 
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at lower rates and where arrangements have been 
made whereby such patients do not come in contact 
with the various forms of more severe mental illness. 
If, however, the general practitioner sent his better- 
class neurotics to these institutions in anything like 
the numbers he has for disposal, the demand for accom¬ 
modation would greatly exceed that available, though 
no doubt the demand would soon create more 
accommodation. 

His real problem, however, is how to dispose of his 
panel and pauper patients. Such disposal has been 
made possible under the Mental Treatment Act of 
1930. Under this Act power is given to local authori¬ 
ties to provide clinics to which such patients can be 
sent for advice and treatment; when such a patient 
is unsuitable for out-patient treatment the same Act 
has made it possible for him to be admitted on his own 
request as a voluntary patient to county and borough 
mental hospitals. A number of such clinics have been 
set up throughout the country and are doing good work. 
Where they do not exist I suggest that it is up to the 
panel doctor and general practitioner generally, in the 
interest of these patients, to point out the need for 
them to the local authorities. Some mental hospitals, 
notably such borough hospitals as Derby and Swansea, 
and coimty hospitals such as the North Riding of 
Yorkshire, are making a special effort to accommodate 
and treat this type of patient. On the other hand, far 
too many of these hospitals arc at present doing 
nothing to meet the provisions of this Act. This will 
only be corrected when the public, through their 
doctors, urge that accommodation be provided. When 
the nemotic patient leanis that such suitable accom¬ 
modation is at his disposal and when liis doctor urges 
him to avail himself of it, he will loam to do so, no less 
readily than he has learned to avail himself of sana¬ 
torium treatment for himself and welfare centre treat¬ 
ment for his children. 



MEDICO-LEGAL PROBLEMS IN 
GENERAL PRACTICE* 

IV.-DEATH IN ITS MEDICaiEGAL 
RELATIONS 

By SYDNEY SMITH, M.D„ F.B.C.PE. 
fiegiits Professor of Forensic Medicine, Vniv&rsity of Edinburgh. 

D eath is one of the few inevitable things in life 
and has no doubt a considerable interest from a 
biological point of view. When, however, death occurs 
suddenly or unexpectedly, it introduces an entirely 
new set of responsibilities with which the medical 
practitioner is intimately connected. Such deaths are 
by no means uncommon and in the year 1931 there 
were no less than 65,000 deaths which were reported to 
the coroners in England and Wales. Out of this total 
there were 27,000 in which no inquest was held, and 
this gives a fair idea of those cases where sudden death 
had occurred in circumstances which left no doubt 
that it was due to natural causes. With such a very 
large number of sudden deaths it is certain that every 
medical practitioner must, from time to time, have to 
decide what to do in cases of sudden death. It is of 
course possible that many cases of sudden death occur 
in patients with some disease which is quite well known 
to the medical attendant; when death occurs suddenly 
in such a case, the medical practitioner will usually 
issue a certificate of death. Many other cases, 
however, may occur in which the doctor either does 
not feel certain of the cause of death or, even when he 
knows the cause, is not quite sure that everything is 
in order. 

Section XX of the Births and Deaths Registration 

* This is the fourth of a series of articles on medico-l^al subjects 
to which other authorities will contribute in succeeding numbers 
of The Practitioner. , 
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Act, 1874, provides that in the case of the death of any 
person who has been attended during his last illness 
by a registered medical practitioner, that practitioner 
shall sign and issue a certificate stating, to the best of 
his knowledge and belief, the cause of death. This 
certificate must be delivered forthwith by the registered 
medical practitioner to the Registrar of the district and 
at the same time he must give to some person required 
by the Act to give information concerning the death, a 
notice in writing of the signing of the certificate. 

Some practitioners are under the impression that if 
the death is one concerning which an inquest may have 
to be held, they should not give a certificate but should 
report the case to the coroner instead. This is not 
the correct procedure. The practitioner in such 
circumstances must issue a certificate of death if he is 
able to certify the cause to the best of his knowledge 
and belief. If, of course, he is in such doubt as to the 
cause of death that ho cannot certify, then ho must 
not give a certificate. Apart from this, whatever the 
cause of death, he must give a certificate in the 
required form and if he has any reason to believe that 
an inquest is necessary or that there are any suspicious 
circumstances connected with the death, it is his 
common-law duty to inform the coroner or the police. 
On the back of the certificate of death there is a space 
for a statement that the death has been referred to the 
coroner, which must be filled in in such circumstances. 
Delivery of the certificate to the Registrar means 
normally posting the certificate, but in certain 
circumstances delivery may be effected by sending the 
certificate by messenger. A practitioner has no right 
to withhold a certificate because his fee for attendance 
has not been paid or for any other cause, and no fee 
is payable for the issue of a death certificate. 

Sudden deaths may be duo to natural causes or to 
misadventure, accident, suicide or murder, and in 
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many circumstances there may be great difficulty in 
deciding whether sudden or imexpected death is the 
result of disease alone, violence alone, or violence plus 
disease. In no cncumstances should a certificate be 
given unless the practitioner feels quite confident about 
the cause of death. He should not issue a certificate 
when he has not been in attendance on a case, but has 
been called in at the last moment; great care is 
necessary in this connection, for it is not uncommon 
when a person is dying from poison or other form of 
violence for the guilty party to call in a doctor towards 
the end in order to obtain a death certificate. The 
practitioner should never give a certificate without 
seeing and examining the dead body, even when he has 
been in attendance and knows that death is likely to 
occur in the near future. There have been many cases 
in which frauds have been perpetrated on insurance 
companies by means of death certificates fraudulently 
obtained from practitioners who have not exercised 
this simple precaution. There is not any law requiring 
a practitioner to examine the body before giving a 
certificate, but on the statutory certificate the 
practitioner is required to state when he last saw the 
deceased alive and if the body was seen by biTn after 
death. If the certificate shows that the deceased was 
not seen by the practitioner within fourteen days before 
death, or if the body was not seen after death, the Regis¬ 
trar has instructions to report the case to the coroner. 

Certain types of cases give little trouble to the medical 
practitioner and he knows that these must be reported 
to the coroner; such, for example, as death associated 
with accident or injury, to exposure and want, or death 
from neglect by others. He would be well advised to 
notify all cases of death from industrial disease. Other 
cases give rise to a certain amoimt of trouble; for 
example when a person dies who has been in the habit 
of taking alcohol, is it the duty of a medioal practitioner 
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to certify the cause of death as alcoholism ? The same 
problem arises when a patient has been in the habit of 
taking a narcotic drug such as veronal; if death 
occurs it may possibly be due to the action of alcohol 
or drugs as the case may be, or it may be due to some 
intercurrent disease. The manner of certification of 
such cases must be decided by the doctor himself, and 
though the family may not like it, it is in all probability 
better to have the true cause of death placed on the 
certifieate. If the practitioner really believes that the 
aleohol or drug, as the case may be, although it had 
been takpn, was not the cause of death, then by all 
means let him say nothing about it. 

In cases of industrial disease there is often a consider¬ 
able doubt whether or not the disease was due to the 
nature of the work. In all these cases it is better to 
have the case reported to the coroner and let him take 
responsibility. When the practitioner has some reason 
to suspect that all is not well, he should never take the 
responsibility himself of suppressing an inquiry. He 
should of course make himself reasonably sure that an 
attempt has been made, for example, to poison his 
patient, by analysis of the urine, or vomit, or blood, 
as the case may be, and if he is convinced that some 
attempt has been made on the life of his patient, he 
should consult or report to the coroner or police 
forthwith. In cases passing to the doctor suffering 
from the effects of abortion or incomplete abortion, 
if he is reasonably certain that there has been criminal 
interference, the case should be reported to the coroner. 
It is quite wrong for the medical practitioner to take 
the responsibility himself in these cases. 

In Scotland the conditions are quite different from 
those pertaining to England. In Scotland there are no 
coroners’ inquests and all cases of sudden, violent or 
unexpected deaths are investigated by the Procurator 
Fiscal, who is a judicial officer attached to the 
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Department of the Lord Advocate. This official makes 
a private inquiry, orders such post-mortem or other 
examination as he thinks lit, examines witnesses and 
decides whether the case is one requiring further action 
or not. If not, the body is disposed of in the ordinary 
way without any publicity whatsoever. The medical 
practitioner who has any doubt about a case is able to 
consult the Fiscal and he will be advised by him as to 
the best mode of action. The absence of publicity 
under Scottish law is a highly desirable factor in the 
investigation of sudden deaths. 

No medical practitioner should make any post¬ 
mortem examination of a body in a case that is being 
reported to the coroner or Fiscal or if there is any 
suspicion about the cause of death. There is no 
statutory prohibition but it is highly desirable that the 
body should be left entirely at the disposal of the 
investigating authorities in such cases. 

Any practitioner may be asked by a coroner to make 
an examination of a body in order to ascertain the 
cause of death. In the larger towns such examinations 
are ordinarily carried out by a pathologist, but in the 
country districts and in the smaller towns this duty of 
assisting the authorities may devolve upon any 
practitioner. This duty is profoundly important, for 
the conditions found on examination may lead to the 
loss of reputation, the hberty, or even of the life of a 
fellow human being. On the other hand it may result 
in liberating a person from suspicion, or when improperly 
performed may be the unfortunate means of allowing a 
criminal to go free. 

Death frequently occurs from natural causes in 
circumstances which may lead to the assumption of 
foul play. This is especially liable to occur when the 
deceased was known to have been quarrelling with 
some person shortly before death, or when his body 
has been found in a lonely place, or in suspicious 
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circumstances, or when the symptoms just prior to 
death suggest the effects of poison or other violence. 
The medical examination in such cases assumes a 
considerable importance, for one or more persons may 
be suspected or even arrested in connection with the 
death. And it is the medical report which is the 
decisive factor with reference to future proceedings. 

It is quite possible that a person may be leading 
an apparently normal healthy life while suffering 
from a disease, the existence of which is quite 
imknown to him. Death may be caused entirely by 
the agency of such disease or it may be accelerated 
by fright, anger or other emotion, or by slight degrees 
of violence, or from the particular work in which he 
was engaged at the time of death. As a general rule 
no information can be obtained from an external 
examination of the body and a very careful autopsy is 
necessary. 

In carrying out this examination the practitioner 
must be able to distinguish between conditions produced 
as a result of post-mortem changes, the effects of disease 
and the effects of violence, and if there should have 
been violence as well as disease, it is necessary for him 
to come to some decision as to whether death was 
directly the result of the violence or of the disease or 
to an acceleration of death by violence. 

For example, I remember a case in which a person died and was 
buried on a medical certificate of meningitis. Some months after¬ 
wards it was reported to the police that the person had been assaulted 
shortly before death and that he had died as a result of injury to 
the head. The body was exhumed and a fracture of the skull was 
found in the left parietal region. It showed no signs of sepsis, but 
on the same side of the skull there was evidence of chronic 
suppuration of the middle ear and a small erosion was observed 
opening into the interior of the skull. In this case the cause of 
death was obviously the disease of the middle ear leading to septic 
infection of the membranes of the brain, but on the other hand the 
infliction of violence sufficient to cause a fracture of the skull in a 
case of this sort must be held to have contributed to the fatal issue. 

In general, the law considers that a man is 
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responsible for all the effects of his act and if a person 
suffering from some disease is killed by violence which 
in any ordinary person would not cause death, the 
responsibility of the assailant is not necessarily lightened. 
It is essential, however, when violence has been used 
and when some disease has been ascertained to be 
present, for the doctor to assess, so far as he can, the 
part played by each in the causation of death. 
Similarly, in cases in which workmen die while engaged 
in their employment, it is essential, for the purpose of 
assessment of compensation, to give some indication 
whether the work at which they were employed was the 
sole cause or whether it was a contributory factor in 
causing the death. 

Before discussing the many conditions which may 
lead to sudden or unexpected death it may be well to 
indicate the necessity of remembering certain post¬ 
mortem changes which may be confused with the effects 
of violence or disease. One of the most important 
post-mortem changes is post-mortem staining or 
hypostasis. Immediately after death, when the blood 
sinks to the more dependent parts of the body and 
organs, patches of reddish or blue colour appear, and in 
certain cases such patches of staining may very closely 
resemble bruises. If there is a tight band around the 
neck such as a collar or tie an appearance may be 
presented which strongly suggests strangulation. At the 
back of the larynx these discolorations are commonly 
found, and as they closely resemble bruises they may lead 
to the assumption that the person has been throttled. 
Similarly, wrinkles in the shirt or underclothes may 
produce lines of alternating paleness and discoloration, 
the appearance of which suggests that the person had 
been severely beaten. In the internal organs the 
erroneous impression of inflammation or congestion may 
be .given. The distinction is fairly easy in fresh bodies, 
for in a bruise the blood has extravas^ted, has been 
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forced into the tissues and has firmly clotted, whereas 
in patches of hypostasis the blood is within the vessels. 
Unless extravasated blood of this nature can be seen 
the diagnosis of a bruise should never be made, and 
it is desirable to have microscopic sections made in 
case of doubt. 

Conditions connected with the circulatory and 
respiratory system are the most common causes of 
sudden death. Fatty degeneration or infiltration of the 
heart is one of the commonest and, as this condition is 
practically never diagnosed during life, and as death 
usually occurs after slight exertion or violenee, it is 
extremely important that the doctor should recognize it 
after death. It is quite possible for a heart to have 
imdergone a considerable degree of fatty degeneration 
without showing much naked-eye change and it is 
always advisable before coming to any conclusion on the 
matter to have a microscopic examination made. 

Disease of the coronary vessels in the later periods 
of life is comparatively common and frequently leads to 
sudden death. It may be associated with attacks of 
angina pectoris, and in such cases the medical adviser 
is usually aware of the condition and is able to certify 
the cause of death. In many instances, however, death 
occurs in the first attack, and though attacks of angina 
are usually associated with sudden effort, it is quite 
possible for attacks to occur at night or when the 
patient is at rest. The question of delayed onset of 
angina after sudden exertion may be of considerable 
medico-legal interest and it is well known that pain 
may not supervene until a considerable time after the 
exertion has ceased. When the thickening of the 
coronary vessels is gradual, anginal attacks may result 
from time to time; when, however, there is a sudden 
occlusion of one of the branches infarction results, 
and may be associated with very severe cardiac 
symptoms. Death may occur at once or there may be 
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cardiac collapse with progressive weaJmess which may 
lead to death after days or weeks. On examination of 
these cases an area of infarction is commonly foirnd in 
the wall of the left ventricle. If one of the larger 
branches of the coronary artery is suddenly occluded, 
death usually occurs with dramatic suddenness. In the 
post-mortem examination both coronary arteries should 
be opened up with probe-pointed scissors from their 
origm in the aorta and continued to their termination. 

Rupture of the heart as a cause of sudden death is not 
common and is usually associated with diseased arteries 
and a damaged condition of the heart muscle. Rupture 
from violence if it occurs immediately offers no problem 
to be solved, but occasionally a blow on the chest may 
cause damage to the heart which in turn may lead to 
rupture of its wall, or death from heart failure, weeks 
or months after the injury. Recognition of this fact is 
of great importance in cases under the Workmen’s 
Compensation Act as well as in criminal cases. 

Mitral or tricuspid incompetence or stenosis rarely 
leads to sudden death and though death may occur 
suddenly in disease of the aortic valve the condition is 
usually known to the patient and his doctor. Occasion¬ 
ally extraordinary conditions occur. 

I recollect a dramatic case in which a person who was rioting in 
the street fell down dead. He was taken to hospital and examined, 
but no sign of any injury was observed, and death was certified to 
be due to heart failure. A post-mortem examination was ordered 
and the medical officer found a bullet embedded in the heart, but a 
careful search of the whole exterior failed to find any wound or 
track of the bullet. On re-examining the case, however, it was 
found that the bullet had passed through the mouth, probably 
having l^en fired downward from a first storey window, passed 
through the mouth and through the mediastinum to the heart. 

In another case reported some years ago a healthy woman was 
taken suddenly ill while walking in the street and was removed to 
hospital, where she died six hours afterwards. At the autopsy a 
large sewing needle was found in the heart, into which it had worked 
and caused a fatal hsemorrhage. 

Pericarditis is usually associated with well-marked 
s3uuptoms, but occasionally the condition is entirely 
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latent and no symptom occurs until the person is on 
the verge of death. I have personally examined four 
cases in which there was well-marked pericarditis 
without any symptoms whatsoever, and a large number 
of other cases have been published from time to time. 

Occasionally death occurs, without any previous 
symptoms, from rupture of the aorta. The rupture 
usually occurs just above the aortic valves and may 
lead to a dissecting aneurysm or to rapid death. 
These cases are by no means infrequent and the 
absence of any signs of a pathological condition and 
the clean cut appearance of the rupture of the intima 
may arouse suspicion that violence has been applied to 
the chest wall. The practitioner would do weU to 
remember that many of these cases occur from causes 
which are at the present moment inexplicable; the 
condition is never diagnosed until the autopsy is made. 

There are many conditions of the respiratory system 
which lead to sudden death, the commonest of which 
is oedema, or oedema associated with spasm. (Edema 
of the glottis may occur after minor injuries, bee or 
wasp stings, inflammatory conditions, or may arise 
apparently without any known cause. Death takes 
place with all the appearance of asphyxia and may 
lead to a strong suspicion of violence. (Edema of the 
lung occasionally causes death with equal suddenness. 
Occasionally there may be a combination of oedema 
and choking, or oedema and spasm, especially if a small 
foreign body becomes impacted in the throat. Slight 
violence applied to the lar 3 mx may lead to immediate 
collapse and death. These cases are generally considered 
to be due to inhibition of the respiratory and cardiac 
centres and usually no cause of death can be foimd in 
the most careful autopsy. 

I once saw a death of this nature which occurred in a young man 
who had a small wart in the larynx which was about to be excised 
under local ansesthesia. The surgeon caught the wart in his forceps 
and the moment slight traction was put upon it breathing stopped 
and (hough every effort was made to resuscitate him &e youth 
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expired. On poet-mortem exaamination nothing waa found to accoimt 
for the death; it waa apparently due to pure inhibition. 

In other instances death is known to have occurred 
after slight degrees of violence applied to the throat, 
or due to the passage of a sound into the urethra, or 
during manipulation of the uterus. Death may occur 
suddenly from such diseases as pneumonia and broncho¬ 
pneumonia without any of the symptoms which we are 
accustomed to see. I have seen more than one case in 
which both lungs have been consolidated in persons 
who have dropped dead while walking in the street. 
Most practitioners who are accustomed regularly to see 
cases of pneumonia with their pronounced and urgent 
sjnnptoms will hardly credit the fact that complete 
consolidation might occur in the circumstances which I 
have given. 

Disease of the brain may produce unexpected death 
but, as a general ride, the death is not particularly 
sudden. The commonest cause of death is haemorrhage 
into the substance of the brain or on to its surface, and 
it is well to remember that diffuse haemorrhage on the 
surface may go on for days after a slight injury and then 
produce death with dramatic suddenness. Haemorrhage 
into, or pressure upon, the pons may lead to symptoms 
which strongly suggest narcotic poisoning. 

For example, I had a case in which a person was sitting at a caf4 
when he suddenly became unconscious. He was taken to hospital, 
where he was found to have all the symptoms of opium poisoning, 
including pin-point pupils, and shortly a^rwards he died in a state 
of coma. A diagnosis of opium poisoning was made and an individual 
had been arrested for the crime when the post-mortem examination 
showed an aneurysm of the basilar artery which had been present 
for a considerable period without causing any symptoms whatsoever. 

An abscess or tumour of the brain may remain 
latent for months without causing symptoms and then 
suddenly lead to coma and death. 

In one instance an elderly man who was crossing the street was 
knocked down by a motor car and became unconscious, or fell 
unconscious in front of the car. He died and on dissection was 
found to have an extensive syphilitic gumma in the cerebral cortex* 
An interesting problem arose as to whether the driver of the motor 
oar was responsible for the death of tiie individual or whether the 
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gumma had caused the man to fall at the precise moment when the 
motor car touched him. There were no marks of violenceon hisperson; 
and if the car struck him it certainly caused no observable damage. 

The extension of chronic middle ear disease may 
lead to the formation of an abscess of the brain or 
meningitis which in turn may cause sudden death, and 
unless the practitioner remembers the possibility, the 
presence of an infectious condition of the antrum or 
nasal sinuses may be overlooked completely. In all 
these head conditions a person may be foimd partially 
comatose in the street and as in falling he may have 
injured his head, there is always a difficulty in deciding 
whether he had a lesion of the brain which caused him 
to fall or whether he received a blow or other violence 
which caused the haemorrhage. When a person at 
work dies and one of these conditions is foimd, it is very 
important to have a very careful examination so that 
some opinion may be given as to the cause of death. 

A great many other examples might be given of 
death occurring in individuals who have shown no 
symptoms whatsoever. Many conditions associated 
with the intestinal canal produce death with symptoms 
suggestive of acute poisoning. Such things as rupture 
of an ulcer, acute pancreatitis, hsemorrhage into the 
suprarenal glands or pancreas, twisting or intus¬ 
susception of the bowel, the occurrence of ileus or 
paralysis of the intestine, and similar conditions. Most 
of these, however, are readily diagnosed on post-mortem 
examination, but unless such examination is carried 
out there is no possibility of arriving at the true cause 
of death. Too often cases of arsenic and antimony 
poisoning have been disposed of by lax medical 
certification. In all such cases it is most important 
that the medical examination should not only indicate 
the true cause of death, but also clearly establish the 
relationship between the injury or accident, and 
subsequent disease or death. Such relationship, if any, 
must be proved by definite evidence and must not be 
arrived at by surmise or conjecture. 
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CORRESPONDENCE 

This journal has never devoted any of its pages to correspondence or 
" letters to the editor” but the necessity for such a feature has often 
been felt^ especially for the publication of comments from rea^s. 
Letters are therefore invitedy particularly if they contain poetical points 
ariang out of articles in The Practitioner. 

ADDISON’S DISEASE 

The Therapeutic Trials Ck)mniittee of the Medical Research 
G)uncil are arranging an inquiry into the value of extracts of 
suprarenal cortex in the treatment of Addison’s disease. The 
work will be done on the Committee’s behalf by Professor T. R. 
Elliott (University College Hospital, London), Dr. Robert Hutchison 
and Dr. S. Levy Simpson (London Hospitd), Dr. J. F. Wilkinson 
(Royal Infirmary, Manchester), and Professor D. Murray Lyon 
^oyal Infirmary, Edinburgh). As it is desired to admit to these 
hospitals suifident patients for the inquiry as soon as possible, the 
Committee would be very grateful if consultants and practitioners 
having suitable cases of Addison’s disease under their care would be 
good enough to communicate with one or other of the physicians 
named above. 

F. H. K. Green, 

23rd February, 1934. Secretary, Therapeutics Trials Committee, 

Medical Research Council, 

BLOOD EXAMINATION IN GENERAL PRACTICE 

The busy general practitioner has sddom the time and equipment 
for induding the examination of the blood picture in his routine 
investigation. But certainly it would be as hdpful as examination 
of urine, provided it were quite as easy. I use the following method 
of staining which yields more haematological data than the more 
difficult methods of Giemsa or Jenner. Moreover it takes about a 
minute to prepare a slide and another four or five minutes to examine 
under the microscope. 

I take an ordinary glass slide and heat it over the Bunsen flame. 
With a glass rod I spread a drop of the stain 0.3 per cent, cresil blue 
in alcohol. Then I puncture the finger and take a drop of blood 
on a cover slip and press it on the stained side of the slide, put a 
drop of oil on the cover slip and see it under the microscope. Pro¬ 
fessor Davidson has described this method for staining reticulocytes, 
but it is perhaps the best and simplest method of staining platelets. 
I count platelets and red cells in several fields and calculate the pro¬ 
portion of the platelets to the red blood corpuscles. Knowing the 
number of the latter per c.mm., the number of platelets can be 
deduced. The red cells can be seen in this method in their natural 
state and there is no risk of distortion. The lymphocytes can be 
(Merentiated firom the granular cells, though I am afraid it would not 
be possible to differentiate the monocytes. The leuksmic c^s 
look very diatactetistic in this meffiod. A patient came to my 
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surgery this evening complaining of weakness and breathlessness. 
I found nothing to account for this in my general examination except 
pallor. On examining a blood slide by this method in a few minutes 
time I found that I was dealing with a case of leukaemia. Now I 
can do a detailed examination. Similarly I have discovered pernicious 
anaemia when I have least suspected the condition. 

ist March, 1934. Ohosh, M.B. 

Sut, CLINICAL RESIILTS OF CONTRACEPTION 

Of recent years much has been written concerning contraception, 
but we are s^ in need of information with regard to clinical results. 
Considerable data have been accumulated concerning the use of 
mechanical methods such as the Dutch cap, and it is probable that, 
provided the method is suitably taught and the technique is carefully 
carried out, success can be assured in about 95 to 98 per cent, of 
cases. It is the object of this communication to ask medical practi¬ 
tioners to aid us in our task in ascertaining the percentage of success 
which can be obtained by chemical methods. There are several 
hundreds of these on the market and we have knowledge of their 
widespread use and some indication as to their value, but unless 
accurate information, based on a sufficiently large niunber of cases, 
is obtained, our progress must indeed be slow. The theoretical 
expectation of success of chemical contraceptives has been evolved, 
and it is necessary to ascertain to what extent theory and practice 
agree. Two questionnaires have been prepared : No. i is intended 
for medical practitioners to answer; No. 2 is intended for members 
of the general public to answer. Any number of copies of either 
of these will be sent to any practitioner who is willing to help us. 

FORM NO 1 
For the Medical Profession 

Only one form should be used for each patient. Please specify the trade name of method used 
since it is only by this means that accurate informauon can be obtained which will indicate the 
reliability of the product, or methods, concerned. 

QUESTIONS 

1. Serial number or symbol indicating patient 

2. Age at marriage 

3. No. of pregnancies 

4. Miscarriages, abortions, or still births 

5. Contraceptive method (if any) originally used 

6. Why abandoned ? 

7> Contraceptive method recommended by practitioner: 

(a) Mechanical. (b) Chemical. (c) Jellies. 

8. Method preferred. Any combinauon of the aTOve methods is to be specified 

9. How long used? 

10. Successful or not? 

11. Reasons for failure 

12. Observauons: 

No. i, which is printed above, he will obviously answer himself, 
and No. 2, which is similarly worded but more suitable for lay 
persons, can be given to any of his patients whom he thinks may be 
interested. Each form is numbered and hence no names are required,- 
but the practitioner is at liberty to add any identification marks, or 
numbers. 

Ceol I. B. VoGE, Ph.D., B.Sc., F.R.S.E. 

E. F. Griffith, M.R.C.S., L.R.C.P. 
London School of Hygiene 

and Tropical Medicine, Keppel Street, W.C.i. 
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RECENT ADVANCES IN THERAPEUTICS 

THE TREATMENT OF ADDISON’S DISEASE 

Since the discovery by Swingle and Pfifher of the cortical supra¬ 
renal hormone and their demonstration that is capable of maintaining 
life in the bilaterally suprarenalectomized animal, mudi interest has 
attached to the functions of the suprarenal cortex and to the physio¬ 
logical effects of extracts of this portion of the gland. The administra¬ 
tion of the cortical hormone has been repeatedly shown to relieve 
the clinical syndrome of suprarenal insufficiency and to restore the 
organism to a normal condition, at least so ffir as the distribution 
of electrolytes and the maintenance of normal blood concentration 
is concerned. In experimental suprarenal insufficiency, the hormone 
will not only produce the above-mentioned effects, but mil, in 
addition, preserve the experimental animal in a state of normal 
health. There are, however, significant differences between the 
bikteraUy suprarendectomized animal and the patient suffering 
with Addison’s disease which merit consideration, for in 
the human subject the loss of suprarenal cortical flmction is 
partial and chronic, as contrasted to the acute and absolute 
insufficiency produced by bilateral suprarenaleaomy in the animal. 
A. M. Snell revievire (Proceedings of tAe Staff Meetings of the Mayo 
Clinic, January 24, 1934, ix, 57) the results in the patients treated 
at the Mayo Clinic wiffi the cortical suprarenal hormone between 
May, 1930, and January, 1934. There were 48 patients, of whom 
32 have died. Two patients were admitted in extremis; four died 
because they volimtanly discontinued treatment; 14 died because 
of the inability to obtain adequate amounts of the hormone during 
the periods of crisis, and 12 dUied in spite of what presumably was 
adequate treatment. On reviewing ffiese records, however, it is 
apparent that many of the patients were lost because they were on 
sub-maintenance dosage of the hormone. In certain instances, 
suprarenal insufficiency developed so quiddy that it was extremdy 
difficult to institute adequate dosage of the hormone in time to 
prevent a fatal outcome. Of the 16 living patients, 7 are in good 
condition one or more years after treatment was begun, 6 have been 
under treatment for less than six months and are doing well at 
present, and 3 are in poor condition because of inadequate supplies 
of the hormone. In checking over the whole group to determine 
whether or not the use of the hormone has prolonged life, on the 
average it is apparent that there has been a slight but defiffite gain 
in this respect. During the last year, recognition of the value of 
sodium chloride in the treatment of this disease has produced a 
decided improvement in the results, and it is apparent tLit patients 
who have proper treatment probably should luve a considerably 
better expectancy of life than formerly. The reduction of morbiffity 
alone nudtes treatment decidedly worth while, and certain medical 
and surgical complications in cases of Addison’s dhease can now 
be dealt with in a very satisfactory mann er- The principal stumbling 
block in treatment has been the ffigh cost of the hormone. 
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A NEW TREATMENT OF OSTEOMYELITIS 

Many therapeutic procedures for the treatment of osteomyelitis 
have been advocated, and several are sdll in more or less common use. 
Notable among the methods employed at present are the establish¬ 
ment of drainage gutters by surgical means, irrigation with Oaks’s 
solution, Orr’s method, maggot therapy, the use of bacteriophage, 
and packing with a paste made of ^cerine and magnesium sulphate. 
One of the most recent of these methods, and apparently the most 
successful, is that of the late William Baer, of Johns Hopkins Hospiuil, 
in which sterile living maggots, which feed exclusively upon necrotic 
tissue, were used. Baer suggested that possibly some biochemical 
action might be responsible for the success of the maggot treatment, 
and with this idea in mind, M. A. Stewart, of the Rice Institute, 
Houston, Texas (Surg^, Gynecology and Obstetrics, February, 1934, 
Iviii, 155) began a series of experiments in an attempt to determine 
how majors effect a cure in cases of osteomyelitis and to try to 
find a chemical substitute for them. He found accidentally in the 
course of his investigations that maggots exude calcium carbonate 
through their body walls, one hundred maggots excreting an average 
of 0.6 milligrams of this substance each 24 hours. TMs discovery 
was significant because here is calcium carbonate being eliminated 
constandy, even if in small quanddes, in the wound, and because, 
as Beckhold (1929) has pointed out, calcium ions can stimulate 
phagocytosis. The next step in the problem was to find a way by 
which the leucocidin, excreted by the bacteria, might be controlled; 
because, unless it could be eliminated rapidly or rendered inert, 
the phagocytes would be killed about as rapidy as they appeared 
at the focus of infecdon. Therefore, it became necessary to develop 
a theory relative to the chemical nature of leucocidin in order to 
devise a way of rendering it inert. Speculation on this aspect of 
the problem led to the belief that the exotoxin might be protein in 
nature, i.e. a polypeptid or an amine, and, if so, a dilute aqueous 
solution of picric acid would readily render it insoluble and thereby 
inert. On the basis of the data and hypothesis mentioned, experi¬ 
mental treatments were started, and eventually it was found that 
when a 0.25 per cent, saturated aqueous solution of picric acid, 
containing 8 per cent, glycerine (to reduce surface-tension and allow 
access to all the crevices of the wound), was used along with an 
autoclaved aqueous suspension of calcium carbonate (20 grams 
calcium carbonate to 215 c.cm. distilled water), progress was very 
mariced and rapid in its course. Qinical work has confirmed the 
value of this method of treatment, which is very simple. The 
necrotic bone is first removed surgically, the excavation b^g made 
long and narrow so that the strength of the shaft may be retained 
and because the cavity will dose more quickly. Following the 
operation the wound is paciced for 24 hours with vaseline ^uze to 
allow the trauma to subside somewhat. At the end of this time the 
yaseUne gauze packing is removed and the woimd thoroughly 
irriga.ted with the picric acid glycerine solution by means of a syringe. 
Within a few seconds an aqueous suspension of calcium carbonate is 
sprayed into tiie wound by means of a nasal atomiser until a thin 
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layer of precipitate is laid down over the osseous and soft tissues. 
The raldum carbonate combines with the picric add solution to 
form caldum picrate. The woimd is then packed with dry gau2e in 
order to prevent dosure. Ordinarily these treatments are given 
three times a week, but in very severe cases they are given daily for 
the first week or two. 


A NEW METHOD OF TREATING PEPTIC ULCER 

Several years ago attention was called to a method of treating 
peptic ulcer by a combination of lipo-proteins with emetine. The 
use of non-specific proteins in the treatment of gastric and duodenal 
ulcer is not new, and experiments with these substances have shown 
that thiey exert a definite action on gastric and intestinal motility. 
Ginically the use of lipo-proteins in place of proteins has been found 
advantageous because their action, while similar, is not attended 
with a shock reaction. Felix Cunha {American Journal of Surgery, 
February, 1934, xxiii, 219) publishes a report on a series of patients 
who were treated wi^ a combination of lipo-proteins and emetine, 
known as synodal. The series can be divided into two groups: 
First, 29 cases in which treatment was completed more than a year 
ago; each case was checked every three months for one to two 
years. Second, 22 cases treated during the past twdve months 
which are being checked every three months but in which varying 
periods of less than one year have elapsed since completion of 
treatment. Each patient was given one ampoule of synodal solution 
intravenously every fourth day for to doses. A fine gauge needle 
was employed. The usual time of administration was about three 
or four hours after the noon meal in order to avoid the possibility 
of vomiting, due to relaxation of the cardia. The injection was made 
with the patient in the prone position, and this was maintained for 
five minutes because of the complaint of slight dizziness in a few 
cases. In no case was any reaction seen. Smoking, coffee, tea and 
alcoholic beverages were prohibited during the course of treatment. 
For the first ten days a bland smooth diet consisting of soft-boiled 
eggs, toast with butter, clear bouillon, consomme, a pureed vegetable, 
custard, and six glasses of milk daily, was given. After ten days 
fruit, cereal with cream, chicken, and lamb chops were added to the 
diet. At ±e end of four weeks patients were allowed to resume their 
normal daily dietary routine. Except for 3 patients who were 
markedly anaemic and were kept in bed for two weeks, all were 
ambulatory and able to follow their occupations. As a laxative, 
mineral oil, or a mineral oil and agar preparation, was advised. 
In all except two cases complete relief from pain occurred promptly. 
All of the patients gained weight, the average gain being 8 lbs. 
during the period covering ffie ten injections. Clinical symptoms 
disappeared, reputed X-ray examinations showed structural changes 
in the ulcers which are associated with the process of healing, and 
there was a definite change in the gastric acidity. Although die total 
number of cases reported is comparatively small, the method appears 
to be worthy of wider clinical ti^. 
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THE TREATMENT OF ANiBMIA IN CHILDREN 

The treatment of patients with iron compounds is of very old 
date, but its value is still much disputed. Iron has at times been 
administered in inorganic compounds, at times in organic ones and 
at other times as reduced iron. Later years have brought several 
new points of view, based on clinical and experimental investigations. 
Ferrous compounds are more effective in chlorosis than ferric 
compounds. The dinical effect of ferric salts is due to their being 
partly reduced in the intestinal tract. Reduced iron is dissolved as 
ferrous chloride if there is free hydrochloric acid in the stomach, 
and 10 eg. of reduced iron is dissolved in 35 c.cm. of tenth-normal 
hydrochloric add—an amount which is present in the stomach under 
normal conditions—^forming a ferrous compound, which may be 
absorbed. Iron may, however, also be dissolved in the small intes¬ 
tine, the contents of which have an acid reaction. The amount of 
iron converted also depends on the dose administered and, in small 
doses, reduced iron is inefficadous in cases of achylic anaemia, a fact 
which supports this diagnosis against that of chlorosis. Most cases of 
anaemia in children are due to a scardty of iron in the food, to infections, 
to too early birth, or to twin birth. The aim of the investigations 
recendy published by M. C. Lottrup {American Journal of Diseases 
of Children, January, 1934, xlvii, i) has been to examine the effect 
of ferrous and ferric compounds, reduced iron and a copper com¬ 
pound on anaemia in children. The preparations used were ferrous 
chloride (or ferrous sulphate), dissolved in a simple syrup, and 
colloidal ferric hydroxide. Ferrous salts are easily oxidized, and 
become ferric salts; it is therefore necessary to add a litde dtric 
acid and keep them exposed to light. The reduced iron used was 
the purest product obtainable. The effect of the two iron compounds 
on anaemia was very different. The ferrous salt quickly caused a 
rise in the haemoglobin percentage, the ferric hydroxide having 
but slight effect. After some time, when the effect was definite, the 
ferrous and ferric compounds were interchanged, and the haemoglobin 
percentage at once rose in the child who now received ferrous salt, 
while the one who now received the ferric compound did not show 
further improvement. During one period the dose of the iron 
compound was doubled, half of the preparation being lost through 
vomiting. Examination showed in every case the superior effect of 
ferrous salt on anaemia in children. Ferrous salts are the most 
effective iron compounds for the treatment of simple anaemia, but 
they also possess other advantages. Of fourteen persons (doctors, 
nurses and medical students) who were given 25 eg. of reduced iron 
(a small dierapeutic dose), seven had heartburn, two who suffered 
from dyspepsia felt quite ill, with aggravation of their dyspeptic 
symptoms, and aU except one had evil smelling and tasting eructations 
of hydrocarbons and hydrogen disulphide, originating in impurities 
in the iron. The same persons took 27 eg. of ferrous sulphate 
(i.e. 10 eg. of iron, the ordinary therapeutic dose) several toes with¬ 
out discomfort. Only one person had tasteless eructations. The 
author has therefore no doubt that for the treatment of simple 
anemia ferrous compounds should be used (ferrous sulphate, 
chloride, lactate or carbonate). 
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REVIEWS OF BOOKS 

Report of the Medical Research Council for the year 1932-1933. 

London: H.M. Stationery Office, 1934. Pp. i6i. Price 2i. 6 d. 

In the introduction to this report, which covers the period October i, 
1932, to September 30, 1933, Council publidy repeat the 
sympathetic tribute, in the resolution passed at ffie time of his death 
in June last year, to Sir Walter Fletcher, who had been Secretary 
from the outset in July, 1914; his “ gifts and character which were 
so influential in determining the policy of the Council in its early 
days, and which imparted so strong a momentum to ffie work of its 
maturity, will find in the continuing progress of that policy and that 
work their best and most lasting memorial.” Professor J. J. R. 
Macleod of Aberdeen has been obliged by reasons of healdi to resign, 
and his place on the Council has been ^en by Sit Thomas Lewis, 
who, until his Directorship of Qinical Research at University 
College Hospital was endowed by the Rockefeller Foundation, had 
been in the service of the Coun^. For the all-important post of 
Secretary the Council have been so fortunate as to obtain Professor 
Edward Mellanby. Under the heading of “ the changing problems of 
disease ” attention is directed to the duninution of epidemic diarrhoea 
and vomiting in children, to the disappearance, although imexplained, 
of chlorosis, and to recent advances in other directions, such as dental 
and deficiency diseases, diabetes and endocrine disorders. There has 
recently been a clearer understanding on the relations of ffiet and 
anaemia on which research is procee^g in various centres, such as 
Birmingham and Manchester, besides the Metropolis. The National 
Institute for Medical Research under the direction of Sir Henry Dale, 
has a large staff engaged on widely different lines of important work, 
such as the virus, responsible for influenza, bacteriophages, 
acetylcholine, and the determination of biological standards and the 
methods of biological allay and measurement. At University CoU^ 
Hospital the Council provides generous assistance to an active 
department of clinical research, where eryihromelalgia and the 
mechanism of headache are, among other subjects, being investigated. 
The external research schemes are widely distributed over the country, 
and the impressive record here present proves what an enormous 
influence the Medical Research Council is exerting on medical science. 

The Chances of Morbid Inheritances. Edited by C. P. Blacker, Af.C., 

M.A., M.D., M.R.C.P. London: H. K. Lewis & Co., 1934. 

Pp. xi and 449. Illustrations 107. Price 15s. 

That there is an enormous amount of material available about the 
inheritance of disease has been shown by Edward Netdeship about 
the eye, in which knowled^ of transmission is, as Sir Stewart 
Duke-Elder points out in his article in this volume, based on a 
broader basis of statistical material than in most other branches of 
medicine. As regards the skin, which is also so easily examined. 
Dr. Cockajme in his encyclopaedic “ Inherited Abnormalities of the 
Skin 4nd its Appendages” {mde The Practitioner 1933, *^*”1 618) 
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has sho\m an extensive amount of information one man may 
collect. One of the objects which the Eugenics Society had in 
hring in g out this work was to stimulate in this direction the 
cooperation of those in general practice who have the most ample 
opportunities, medical officers of health, and consultants, and thus to 
increase the accuracy with which eugenic prognoses can be given, 
for example, in response to the question: “ If 1 marry, ought I to 
have children?” In this well edited volume, which by its title 
lecaUs Professor Karl Pearson’s Chances of Death” published 
thirty-seven years ago, the General Secretary of the Eugenics Society 
has collected nineteen able contributors, of whom Professor Ruggles 
Gates sets out the principles of genetics and in the appendix Professor 
Lancelot Hogben shows, with ffie help of algebraic formulas, how to 
analyze a pedigree. The remaining and intervening articles are aU 
by medical men and deal with inherited diseases arranged under the 
various systems of the body. Thus Dr. Russell Brain writes on those 
of the nervous system. Dr. A. J. Lewis on mental disorders and 
Dr. H. Herd on mental deficiency. In bis essay on hereditary cardio¬ 
vascular disease Dr. Maurice Campbell concentrates on rheumatic 
heart disease and those coming under the heading of arterio-sderosis, 
such as cerebral haemorrhage, angina pectoris and coronary throm¬ 
bosis. Dr. L. J. Witts has appropriately taken charge of the diseases 
of the haemopoietic organs, for it is not four years since he crystallized 
our knowledge of simple achlorhydric anxmia and discussed its 
relation to the idiopathic anxmia described by Addison, his 
predecessor at Guy’s, in the middle of the last century. Dr. Osman 
deals with the hereditary diseases of the kidneys, Dr. Lawrence 
with diabetes mellitus and renal gylcosuria. Dr. Gardiner-Hill with 
thyroid diseases, and Professor H. A. Ha^s, now on his way to 
Cambridge, with skeletal abnormalities. 

Radiotherapy in the Diseases of Women. By Malcolm 
Donaldson, B.A., M.B., B.Ch., F.R.C.S. London: Hodder 
and Stoughton. Pp. 131. Price 7s. 6d. 

To give a complete account of the treatment of gynxcological 
conditions by radiation in so short a space would indeed be a difficult 
task. The author, as he says in his preface, has not set out to do this, 
but he has compiled a very useful volume for which the busy 
practitioner, who is interested in the subject, should be grateful to 
him. Of the three sections into which the book is divided, the first 
is concerned with physics, biological action, and general methods of 
treatment; the second, under ±e heading “ Cancer,” describes the 
treatment of malignant conditions, and includes the author’s views on 
the cancer problem as a whole. The last deals with the radiation 
treatment of uterine hxmorrhage due to benign conditions. The 
various t<»ffhniq iif!s used in the treatment of carcinoma of the 
cervix are described in a manner which is easy to follow, and the 
results obtained at several clinics shown in tabular form. The 
treatment of carcinoma of the body is regarded by the author as 
mainly surgical and is dismissed in three pages. Interstitial treatment 
of carcinoma of the vulva is described in some detail, though the 
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diffi cult problem of the secondary glands is somewhat neglected. 
The chapter on uterine hemorrhage is admirable, and should be of 
particular interest to the general practitioner, for the claims of 
radium and X-ray treatment are discussed fully and without bias. 
It is perhaps unfortunate that little more dian half the book 
should be devoted to therapy, and it is doubtful if the chapters 
dealing with elementary physics and with general methods of 
treatment deserve so much space in a book of tlm size. Some of this 
space might, with advantage, have been given to such questions as 
the general treatment of Ae patient, complications arising during 
and after treatment, and the after-care of the patient. The task of 
condensing such a wide subject into so small a compass is an arduous 
one, and &e author is to be congratulated on the result—a handy 
volume which commends itself to those who desire to know the 
present position of radiotherapy in gynaecology. 

Recent Advances in Vaccine and Serum Therapy. By Alexander 
Fleming, F.R.C.S., and G. F. Petrie, M.D. The Recent 
Advances Series. London: J. & A. Churchill, 1934. Pp. x 
and 463. Figs. 5. Price 15s. 

This addition to the “ Recent Advances Series ” is of great value 
not only for the authoritative qualifications of Professor Fleming, 
who for more than twenty years has worked with Sir Almroth Wright, 
the pioneer of vaccine therapy, and of Dr. Petrie, the bacteriologist- 
in-charge of the Serum Department at Elstree of die Lister Institute, 
but for the full summary of the work done by others in these 
subjects. The first part of the book on serum therapy is by 
Dr. Petrie, who adds two chapters on the vaccine and serum 
treatment of certain diseases in man, such as rabies, typhus, yellow 
fever, chicken-pox, mumps and Rocky Mountain fever, caused by 
filter-passing viruses, and on vaccines and sera in veterinary practice, 
which, it is pointed out, should certainly be included, as an artMcial 
division between the specific prophylaxis and treatment of man and 
of animals cannot logically be justed. The first chapter, dealing 
with general conditions, contains a useful account of serum sickness 
and points out ±e special liability of “ horse-asthmatics ” to manifest 
these symptoms after the first administration of serum; on the other 
hand a number of statistical records are quoted to show how seldom 
allergic shock proves fatal in clinical practice. The sera employed in 
various infections are fully described from every aspect inclu ding 
their preparation; for example, the section on the practical subject 
of the prophylaxis of measles by means of serum contains accounts 
of the storage and organization of the supplies of the effective serum. 
For the second part of the book, on vaccine treatment. Professor 
Homing is solely responsible and shows a vnse critical faculty in 
adjudicating on &e effects of the treatment in certain diseases; thus 
in the discussion of gonococcal infections, which have been thus 
treated for thirty years, most of the superabundant reports are 
regarded as of but little value; there is, however, evidence of the ultility 
of vaccines in diminishing the number and severity of complications, 
such as arthritis, but in £ese conditions the beneficial effects maybe 
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of a non-spedfic character. Vaccines have been used at St. Mary’s 
in chronic rheumatic conditions for twenty years, and this experience 
shows that benefit is more obvious in the non-arthritic manifestations. 
Patients often have a feeling after the initial inoculations of well-beii^ 
which is not paralleled by obvious physical signs of improvement, 
and the explanations for this are discussed, the suggestion that it 
is psychological being shown to be improbable. Each chapter is 
followed by a select bibliography and adds to the utility of a guide 
which few medical men w^ not find it wise to have at ^nd. 

Recent Advances in Medicine. By G. E. Beaumont, D.M., F.R.C.P., 
and E. C. Dodds, M.V.O., M.D., F.R.C.P. London: J. & A. 
Churchill, 1934. Pp. xvii and 485. Fip. 58. Price 12s. 6d. 

Three years have passed since the sixth edition of this well known 
book appeared. In ^s, the seventh edition, the authors have incor¬ 
porated a mass of new and valuable material in the comparatively 
short space of one hundred extra pages. These additions should be 
highly appreciated by the many clinicians and laboratory workers 
who keep this book in constant use. Of this new material special 
reference should be made to the chapter dealing with that difficult 
subject—^the sex hormones. The section on the kidney has been 
considerably amplified by several additions, of which must be 
mentioned the urea clearance test, the ketogenic treatment of urinary 
infections and especially that on oedema. The value of sanocrysin in 
pulmonary tuberculosis is well discussed in a section containing the 
author’s results in a series of cases. They conclude that the immediate 
and ultimate results are often disappointing. It is impossible to refer 
to all the fresh material in this book. Suffice it to say that it has been 
brought thoroughly up to date. 

Saint Bartholomew's Hospital Reports. Vol. LXVI. London : John 
Murray, 1933. Pp. xxiv and 363. Illustrations 49. Price to 
subscribers 15s.; to non-subscribers one guinea. 

Edited by a Committee of nine, three of whom are secretaries, 
this volume contains matter of very varied interests. There is a 
symposium on sympathectomy, consisting of nine demonstrations, 
the first on the anatomy of the sympathetic nervous system by 
Mr. R. E. Morrish, the others on the results in different conditions. 
In a remarkably complete mann er Mr. R. W. Raven gives the results 
obtained about the end-results of the various forms of treatment 
of cancer of the breast and of cancer of the buccal cavity by the 
efficient follow-up department of die hospital, established in 1922. 
There are severd articles of scientific interest which point to the 
amount of research undertaken, such as Dr. L. P. Garrod’s account 
of inhibitory selective culture media vnth original observations on the 
selective cidtivadon of Streptococcus f^<^enes; tissue culture in its 
relation to surgical pathology, in wUch Mr. H. J. Burrows pa3rs 
a well-deserved tribute to the late T. P. Strangewaysj the clinical 
chemistry of alcaptonuria and melanogenesis, by Dr. G. A. Harrison, 
thus recalling Sir A. E. Garrod’s work on the inborn enors of all 
metabolism and chemical malformations, and Dr. W. G. Oakley’s 
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on the blood utea deaiance test. Mr. J. Beattie discusses maternal 
obstetrical paralysis and records three cases. Miss M. H. Hart’s 
attractive and exhaustive essay on pre-reformation nurses in En gland 
was awarded the Nutdng-Dock prize by the National League of 
Nursing Education of America, winch demands original investigation. 
Dr. Branson records his observations on the hedth of the nurses 
serving their four years’ indenture to St. Bartholgmew’s Hospind. 
There are two articles dealing with past members of the hospital 
staff; Sir D’Arcy Power writes sympathetically of his contemporary, 
Richard Gill, who was anaesthetist for 33 years and was a notable 
winner of examination honours; this In Memorum contains an 
interesting description of the conditions when Gill was house- 
surgeon, which contrasted so markedly with those of the present 
day. The essay which won the Wix Prize (1933) on the Iffe and 
works of Percivall Pott, by Mr. G. M. Lloyd, is of outstanding 
merit. 

A Short History of Some Common Diseases. By Divers Authors, 
edited by W. R. Bett, M.R.C.S., L.R.C.P. Oxford University 
Press. London: Humphrey Milford, 1934. Pp. 211. Price 
los. 6d. 

Tms well got-up volume deals in sixteen articles with many but, 
as the title admits, not with all the diseases to which human flesh is 
heir; ±us influenza is not separately described, though it is nreutioned 
in Dr. E. M. Brockbank’s article on pneumonia. The editor, who 
should be congratulated on the way in which he has done his work 
and on the coUaborators he has secured, contributes a very interesting 
account of appendicitis in which there is an account of foe early 
operation penonned in Guy’s Hospital in 1883, foe patient two 
years later, though an inmate of foe Banning H^fo Lunatic Asy lum, 
being quite free from his old disease. Sir D’Arcy Power gives foe 
history of venereal disease. Sir John Broadbent of foe acute infections. 
Professor John Fraser of tuberculosis and his colleague Professor 
Wilkie of gallstones. Dr. Leonard Findlay writes on rickets. Dr. 
Poynton on rheumatism. Dr. James G>llier on epilepsy, and his 
colleague Mr. Lionel G)lledge on tonsils and adenoids. Sir John 
Collie whipping in with maUngering. 

Lessons on the Surgical Diseases of Childhood. By William Rankin, 
M.B., Ch.B. Glasgow: Alex. MacDougidl, 1934. Pp. 190. 
Elustrated. Price 2is. 

There is one part of this book which is excellent beyond argument, 
foe photographs of pathological conditions, coming largely from foe 
collection of the late Mr. H. J. Nicoll. Apart from tWs it is dis¬ 
appointing, there being neither foe systematic statement of foe 
elements of each condition that would be useful to the student, nor 
foe detailed account of treatment required by foe operating surgeon. 
Throughout foe book, as Mr. Rankin says in his preface, foe 
methods are those of “the older surgery ”: for angsfoe Hcs chloro¬ 
form is recommended; for tonsilleaomy foe guillotine; for 
equino-varus tenotomies in foe early stages and astragalectomy in 
the late; for deft palate foe simple suturing of the edges of the deft. 
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NOTES AND PREPARATIONS 

THE ** MEDICAL SICKNESS SOCIETY ” JUBILEE DINNER 

The Medical Sickness Annuity and Life Assurance Society, 
which was founded in 1884, cdebrated its jubilee by a dinn er on 
March ist, at the Dorchester Hotel, with Dr. F. C. Maitley, chairman 
of the board of directors, in the chair, and a large and representative 
number of guests. The toast of “ The Society ” was proposed by 
Sir Humph^ Rolleston, who spoke of that unusual personality, 
Ernest Hart, the editor of the British Medical Joumaly who found^ 
the society. Dr. Martley, who replied, traced the development of 
the society from small beginnings ^ now, when its assets were over 
^1,000,000. This money was under the management of doaors 
only and there were no shareholders to absorb the profits. Sir 
WiUiam Willcox proposed the toast of the guests, and Sir Arthur 
Robinson, permanent secretary to the Mimstry of Health, and 
Lord Horder replied. 

THE INVESTORS GENERAL FIXED TRUST 

One of the most interesting developments in investment practice 
during recent years has been Ae success of the fixed trust movement, 
indicating the soundness of the principles underlying this form of 
investment and the widespread need which it fills. The appreciation 
of a large class of professional men of the convenience and security 
afforded by the fixed trust method of investment is no doubt largely 
responsible for the success which has attended the movement since 
its inception. In order to secure the same diversification over a 
wide range of companies by any other method, it would be necessary 
for the investors to be possessed of substantial capital and to bear the 
inconvenience of attending to some 50 half-yearly dividend warrants. 
A single investment in the fixed trust under sound management and 
trusteeship affords an equal degree of security through diversification, 
together with the convenience of having one single investment, fixim 
wUch income is received at regular half-yearly intervals. A new 
trust has just been formed which is described as The Investors 
General Fixed Trust, particulars of which are published on another 
page, and which has been formed under the influential auspices 
of Messrs. Dawnay, Day & Co., Ltd., the well-known merchant 
bankers, with The Royal Exchange Assurance acting as trustee for 
the holders of the Trust’s certificates. The annual income yield 
shown is approximately 4I per cent. This type of invntment 
appears to be eminently suitable for the practitioner who v^hes to 
spread his money over a wide field and who, like most pia^tioners, 
has neither the rime nor the inclination to keep in touch with a lai^e 
munber of different investments. 

ANTIVIRIN NASAL JELLY 

This preparation, issued by the Glaxo Laboratories (Osnaburgh 
Street, London, N.W.i), consists of sterile detoxicated filtrates from 
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cultures of B. ppeumoma (of Friedlander), M. catarrhalis and mixed 
streptococci, incorporated in a glycerine base, along with i per cent, 
of ephedrine, and is designed for the treatment of 5 ie common cold. 
The action of the antiviruses is to prevent Ae growth and multiplica¬ 
tion of the organisms which are most commo^y found in the naso- 
phar3mx in cases of the common cold. Small quantities of the j^y 
are squeezed into the nostrils several times a day, allowing some of 
the jdly to pass through the back of the nose into contaa with the 
throat. Owing to its viscosity the jelly penetrates readily into the 
folds of the mucous membrane and thus brings the antiviruses into 
contact with organisms to which access would otherwise be difficult. 
The idea of the preparation seems an excellent one, and this nasal 
jelly deserves a thorough clinical trial by practitioners. 


APLONA 

Aplona is the name given to a specially prepared apple powder for 
the treatment of diarrhoeic conditions especially in children. Malyoth 
and Wiskott carried out researches at the cMdren’s clinic of Munich 
University and were able to point out the importance of pectin sub¬ 
stances and their high power of resorption. Pectin is a cellulose 
derivative which is fbund usually in a complex combination with 
calcium in pulpy fruits, such as the apple. The hi g h absorptive 
efficiency of this substance enables it to fix bacteria and mTins and 
render them inert, and the value of an apple diet in diarrhoea in children 
was found to depend chiefly on the presence of pectin. Aplona 
is convenient in use, dosage, and easy of administration. The F.nglisb 
agents are Messrs. Coates and Cooper, 94 Qerkenwell Road, 
London, E.C.i. 


BOLLINGER CHAMPAGNE 

Messrs. Bollinger have sent us a sample of their 1928 Vintage 
Champagne, which is recommended as being of exceptionally fine 
quality, and is, in Messrs. Bollinger’s opinion, the finest wine shipped 
since the superb vinmge of 1904. Connoissetirs will recall the latter’s 
incomparable qualities, and it should cause the highest sadsfiiction 
to ^ practitioners who wish to prescribe a good champagne to their 
patients to know that Bollinger 1928, a wine fully equal to this 
famous vintage, is now available. 


MEDICAL SUPPLY ASSOCIATION APPARATUS 

We have received the 1934 catalogue of the Medical Supply 
Association (167-173 Gray’s Inn Road, London, W.C.I.), comp rising 
their new electro-medi<^ apparatus for A.C. mains, diathermy 
and^ short wave apparatus. It is well illustrated, and we note 
pardcululy the “ Bio-ray ” apparatus for radiant heat and infia-r^ 
applications, and the “ Contromerm ” portable diadiermy apparatus. 
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SOME COMMON OCULAR 
SYMPTOMS 

Bi W. J. ADIE, M.D.. P.E.C.P. 

Physician, Charing Cross and the Boyal London Ophthalmic Hospitals; 
Physician to Out-patients, the Nationcd Hospitod, Quern Square. 

F ew of the signs and symptoms encountered in 
daily work are free from ambiguity; a murmur, 
headache, fever, or a lump, for example, heralds a 
fatal disease in one instance, in another all goes weU. 
This apphes to the s3rmptoms we are about to consider, 
and in dealing with them features will be emphasized 
that may help the reader to decide whether they are 
harmless or call for further investigation. 

THE REACTIONS OF THE PUPIL 

^Loss of the light reflex is the most important of the 
pupillary signs. Fortunately, it is now possible to 
distinguish its various causes, and space here will be 
given to a consideration of two forms of abnormal 
pupil, one serious, the other benign, in which the 
etiological diagnosis can be made from the characters 
of the pupils themselves. They are “ the pupils 
peculiar to S3rphilis ” and the “ tonic pupil.” 

The pupils peculiar to syphilis were described by 
Argyll Robertson. Unfortunately—^a common fate 
of eponymous medical pioneers—^his name is now 
misused in that it is applied indiscriminately to any 
pupil which “ reacts to accommodation but not to 
light,” a finding common to various unrelated con¬ 
ditions. Hence it comes about that the expressions 
“ pupils peculiar to S3^hilis ” and “ Argyll Robertson 
pupil ” are not sjmonymous in common parlance as 
they would be if strict attention had been paid to the 
original description. The pupils peculiar to s3rphilis 
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have the following characters : (1) The signs are present 
in both eyes. (2) The pupils are small. (3) The light 
reflex, direct and consensual, is absent; the pupils do 
not contract with increased illumination or dilate when 
they are shaded. (4) The contraction of the pupils on 
convergence-accommodation is prompt and complete; 
when the act of convergence ceases, the pupils regain 
their resting size at once, (5) The response to mydria- 
tics is slow and incomplete. (6) Useful vision is 
present. If these criteria are all satisfied, the patient 
under examination is a syphilitic. Reasons for the 
inclusion of each of these six essential features cannot 
be given here, but comments may be made on some of 
them. 

It is not denied that the pupil of syphilis may be 
found in one eye with normal reactions in the other. 
Nevertheless it would be rash to diagnose syphilis 
from imilateral eye signs alone. Several abnormalities 
that mimic the Argyll Robertson pupil closely, but 
have nothing to do with syphilis, are frequently uni¬ 
lateral ; many published examples of alleged imilateral 
Argyll Robertson pupils are clearly spurious in the 
sense that they fail to agree with the original descrip¬ 
tion, and if genuine cases occur they are certainly 
rare. 

Careful attention should be given to the size of the 
pupils. The pin-point pupil does not exist outside 
textbooks, but the pupil under consideration is small, 
often very small, and care should be exercised if it is 
more than 3 • 5 mm. in diameter. Error will be avoided 
if the reaction on convergence is tested carefully; if 
the pupil is large it will probably be found that tbia 
reaction, as well as the light reflex, is defective in some 
respect. This at once places it outside our category; 
it is a “ partially fixed ” pupil; of this, ayp hilia is but 
one of many causes. The pupils of syphilis do not 
contract when the illumination is increased or dilate 
when they are shaded ; their size is coi^tant, day in, 
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day out, whereas the pupils in several conditions which 
resemble the Argyll Robertson pupil, in that they 
react to accommodation but not to light, differ from 
it in that they vary in size from time to time and dilate 
when shaded. A prompt response of good range on 
convergence is essential; equally important is a prompt 
return to the resting size after convergence ceases. 
These features distinguish the pupil of syphilis from 
those showing tonic reactions and prevent the error of 
mistaking this harmless anomaly for a sign of serious 
disease. The proviso that vision must be fairly good 
is necessary because the pupil of an eye bhnd from any 
cause may react on accommodation but not to light. 
This is not to say that vision may not be somewhat 
impaired. The commonest cause of progressive optic 
atrophy is tabes. Its victims are often seen in the 
earliest stage of the disease; there is not any ataxy 
and the tendon reflexes may still be brisk. In cases of 
this kind the diagnosis of tabes is based on the associa¬ 
tion of optic atrophy with fair vision and complete 
abolition of the light reflex. If optic atrophy were the 
only lesion, say from pressure by a tumour, and vision 
were still fair, the light reflex, though possibly defective, 
would stiU bo present. In the first case there must be 
some other lesion causing loss of the light reflex, and 
the only disease in which the two lesions are likely to 
occur is tabes. Conversely, if with failing vision from 
optic atrophy, the light reflex persists, then tabes is 
mdikely. On two occasions in my experience tabes 
had been diagnosed and a hopeless prognosis for vision 
had been given because the Wassermann reaction was 
positive in the blood and the ankle jerks were absent. 
The fact that the pupils still reacted to light, although 
vision was grossly defective, threw doubt on the 
diagnosis of tabetic optic atrophy, and after fiuiiher 
investigations a pituitary tumour was removed, with 
restoration of vision. 

To recapitulate: small pupils, unaltered by light or 

L L 2 
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shade, contracting and relaxing promptly during and 
after convergence, and dilating slowly and completely 
under mydriatics, vision being good—^these are the 
essential features of the pupils peculiar to syphilis; 
they may, in addition, be unequal or irregular and the 
lids may droop or be retracted. If these are the 
ocular signs, and these alone, syphilis is as certain as 
any inference based on physical signs can be. Syphilis 
often produces other combinations of pupillary signs; 
the point is that no other is peculiar to syphilis. 

The tonic pupil is seen most often in females; it is 
usually unilateral and larger than its fellow. It does 
not react to light, but reacts on convergence in a 
peculiar way; at first there may be no response, but 
after a few seconds it contracts very slowly to a size 
often much smaller than the other, normal, pupil. If 
the patient then looks into the distance it remains 
small for a varying time and then dilates very slowly, 
taking perhaps several minutes to reach its usual 
resting size. During this time the patient is surprised 
to find that the pupil which is usually the larger one 
is now the smaller. The abnormality is often detected 
during a routine examination; sometimes patients 
complain of the unsightly inequality of the pupils; 
many of my patients have been doctors or members of 
their families who sought an explanation of the defec¬ 
tive pupillary reactions. Rarely is vision affected by 
slowness of accommodation. In a number of patients 
with tonic pupils some or aU of the tendon reflexes 
are absent and syphilis of the nervous system is sus¬ 
pected. It should be well known, therefore, that a 
harmless, not uncommon, disorder exists, characterized 
by pupils that “react on accommodation but not to 
light,” and absent tendon reflexes. 

When the t 3 q)ical tonic reaction on convergence is 
present there can be no doubt as to the diagnosis, as 
tWs is peculiar to the benign disorder of which it is 
one manifestation. Unfortunately, in a considerable 
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number of cases of this benign disorder the reaction on 
convergence, as well as the light reflex, is absent or 
not obviously tonic. If, as often happens, the tendon 
reflexes are absent as well, thoughts of grave organic 
disease must arise; even in these cases, however, the 
neurologist can usually make the correct diagnosis 
without submitting the patient to unnecessary tests. 
The presence of an inactive pupil which does not 
conform to either of the descriptions just given and for 
which no obvious cause is found calls for further 
neurological investigation. 

Ineqmlity of the pupils {anisocoria) is so often seen 
in healthy persons that we may be tempted to treat it 
lightly. In many instances, no doubt, it is due to a 
harmless, probably congenital, anomaly, but it some¬ 
times precedes changes in the reactions of the pupils 
and other signs of nervous disease, for example, in the 
graver forms of syphilis. Further, many observers 
have demonstrated its frequent association with thora¬ 
cic and abdominal disease, particularly tuberculosis 
of the lungs and pleura. Here it results from interfer¬ 
ence with the sympathetic innervation of the iris. 
Some maintain that there is always an organic basis 
for the sign, and the most optimistic recent estimate is 
that it is harmless in but one case in three. Among the 
various proved causes of isolated anisocoria, pulmonary 
tuberculosis, healed or active, is by far the most 
important. Anisocoria, therefore, should cause us to 
hesitate before we decide that s 3 maptom 8 have no 
organic basis. If it is known to be of long standing 
and the patient is well, we should probably ignore it; 
but its presence, along with suspicious symptoms or 
history, calls for further examinations to exclude 
nervous and thoracic disease, especially pulmonary 
tuberculosis. 

NYSTAGMUS 

The name nystagmus is applied to rh 3 d^hmical 
involuntary movements of the eyes, usually of both 
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eyes and in the same direction. It is present or may 
be produced in many ways in various physiological 
and pathological states of the labyrinths, the eyes and 
their connections in the nervous system. When its 
cause is in the labyrinth or in its central connections, 
two components can usually be distinguished, a quick 
movement of the eyeballs in one direction and a slower 
return in the other; m nystagmus of ocular origin the 
movement is more often an irregular wandering or a 
to and fro movement of uniform rate. It is necessary 
to distinguish degrees of intensity of nystagmus— 
slight, moderate and severe. It is slight if it appears 
only when the eyes are turned to the side towards 
which the quick component occmre; it is moderate if it 
is also present when the eyes are directed forward, and 
it is severe if it also occurs when the eyes are directed 
to the side opposite to that of the direction of the 
quick phase. Nystagmus of slight intensity appearing 
only on extreme lateral deviation of the eyes is very 
often physiological, and if the patient in whom it is 
found is otherwise free from signs and symptoms it 
may be ignored. If it accompanies organic signs of 
nervous disease the diagnosis must be made from these. 
Nystagmus is so well known as one of the classical 
signs of disseminated sclerosis that irndue weight is 
often attached, both to its presence and its absence. 
It is well to remember that it is absent, more often 
than not, in the early stages of the disease, that it has 
been observed in many imrelated diseases of the brain 
and spinal cord, that it is rarely of value for differential 
diagnosis, and that it is not uncommon with tumour of 
the spinal cord, a curable condition which may thus 
come to be mistaken for disseminated sclerosis, a 
hopeless disease. 

Nystagmus of moderate or severe degree is always 
pathological and its presence calls for an effort to 
determine its nature and cause. To consider first 
cases in which it is associated with att^ks of vertigo: 
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if a patient with deafness or tinnitus has attacks of 
vertigo with intervals of freedom, the cause is in the 
ear; for practical purposes it may be said that disease 
of the central nervous system never produces this triad 
of symptoms. If the patient is free from deafness and 
tinnitus the characters of the nystagmus will not 
always indicate with certainty that the labyrinth is at 
fault. Labyrinthine nystagmus is a well sustained, 
horizontal-rotatory movement of moderate frequency 
and amplitude, usually most intense when the eyes are 
directed towards the side of the irritated canals. If 
the nystagmus is not horizontal-rotatory then it is 
certainly not labyrinthine; if it is, it may be either 
labyrinthine or central in origin. Disorder of the 
peripheral labyrinth is the commonest cause of vertigo, 
but severe attacks may result from acute lesions 
of the brain-stem. An important example of this is 
provided by disseminated sclerosis. A severe attack, 
often accompanied by repeated vomiting, is a common 
early symptom of this disease; it may be the first 
disturbing symptom and often precedes definite phy¬ 
sical signs. To emphasize this point, it may be said 
that acute vertigo in a young person with healthy ears 
is most likely to be due to an acute infiammatory 
patch of disseminated sclerosis in the brain-stem. 
During such an attack nystagmus will be present; it 
may be horizontal-rotatory or purely horizontal, rota¬ 
tory or vertical; if it is one of the last three its central 
origin is proved. Nystagmus of moderate or severe 
degree in patients free from vertigo may be ocular in 
origin or due to chronic central nervous disease. It 
must be dismissed here with the bald statement that 
the help of experts will be necessary for its elucidation. 

DIPLOPIA. 

Diplopia is rarely monocular, a result of abnormali* 
ties in the refractive media. We are concerned here 
with diplopia which disappears when either eye is 
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covered—^binocular diplopia. To consider first the 
patient who complains of occasional double vision and 
nothing else: on examination there is not any squint 
and the eyes appear to follow the testing finger normally 
in all directions. In a case of this kind close mterroga* 
tion may be needed to ensure that what the patient 
calls double vision is genuine diplopia, for what is 
meant may be a general blurring of vision as, for 
example, in migraine. If it is genuine, the patient has 
probably discovered that double vision occurs only 
when looking m a certain direction or that vision is 
normal when one eye is covered. It is advisable to 
insist on detailed descriptions of specific incidents; 
from these a decision as to the nature of the symptom 
can usually be made. 

Where it is clear that the diplopia is genuine, 
examination of the patient probably does not reveal 
anything to account for it; perhaps he is sent to an 
ophthalmologist, who names the muscle at fault, but 
does not find any cause for the weakness. Cases of 
this kind are common, but an accurate statistical 
statement of their fate cannot be given at present. 
Many no doubt recover, but transient diplopia is so 
often the first warning of two disorders, one very 
common—disseminated sclerosis—^the other, rare— 
myasthenia gravis—^that the possibility of their pre¬ 
sence must be seriously considered. Transient diplopia, 
lasting perhaps no longer than a few hours or days, is 
one of the most frequent initial symptoms of dis¬ 
seminated sclerosis. It often precedes other signs and 
symptoms by many years. A careful history may 
elicit an account of one or more of the other common 
early transitory nervous disturbances, e.g. an earlier 
attack of diplopia, retrobulbar neuritis, numbness of 
one side of the face, vertigo, incontinence of urine or 
numbness and weakness of one or more of the limbs. 
If patient in the early half of life gives a clear account 
of diplopia and one of these additional symptoms, there 
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is little room for doubt about the diagnosis. In many 
cases when the history makes the diagnosis of dis¬ 
seminated sclerosis certain, confirmatory signs are 
stiU absent. The early physical signs, singly or m 
various combinations, are position-loss in the finger 
to nose test, absent abdominal reflexes, unequally 
exaggerated tendon jerks and extensor plantar re¬ 
sponses. Nystagmus, intention tremor and scanning 
speech are late signs. 

OCULAR PALSIES 

Isolated paralysis of one sixth nerve (external rectus 
muscle) is very common and its causes numerous. In 
a majority of the cases no cause is found and recovery 
occurs. Of the proved causes, syphilis and cerebral 
tumour head the list. Paralysis of one third nerve 
causes ptosis, loss of inward and upward movement of 
the eyeball, and immobility of the pupil. Severe 
paralysis coming on rapidly without pain is almost 
always due to syphilis. Cases in which pain precedes 
the onset of * oculo-motor palsy fall into several fairly 
uniform clinical groups. The signs point to a lesion 
in the sphenoidal fissure at the back of the orbit or in 
the region of the cavernous sinus; the nature of the 
lesion is always in doubt, for a time at least, and I 
prefer the label “ painfid third nerve palsy of unknown 
origin ” to “ orbital periostitis ” or “ ophthalmoplegic 
migraine,” or any other name which may lead to the 
behef that a complete diagnosis has been made. In 
the cases labelled “ orbital periostitis ” there is usually 
one attack only, but recurrent attacks have been 
described. After some hours, days or even weeks of 
severe pain in and about the orbit, signs of paralysis 
of the third nerve appear. Sometimes the sixth nerve 
is paralysed as well, and the cornea may be insensitive, 
likewise the skin of the forehead. The pain often 
subsides with the onset of paralysis, but it may persist 
for weeks. The paralysis recovers very slowly and 
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residual signs may persist for years. It is probable 
that most of these cases do well. In a number, how¬ 
ever, death results from rupture of an aneurysm or 
from cerebral tumour. 

In the group labelled “ ophthalmoplegic migraine ” 
attacks of pain and ocular palsy recur periodically. 
Organic lesions, e.g. tumour, aneurysm, fibrous thicken¬ 
ing of the third nerve, tuberculoma, have been found 
after death, and it is unfortimate that the name 
migraine has become attached to cases of this kind. 
CUnioally there is little or no resemblance between 
them and genuine migraine. In migraine, periodic 
headache is the main symptom; it is usually bilateral, 
and if it is confined to one side of the head, the side 
varies in different attacks. Patients with so-called 
ophthalmoplegic migraine do not have headaches, 
they have neuralgic pain in the eye, temple and face, 
always on the same side. There are many other differ¬ 
ences, but this is the important one. I have a large 
collection of records of patients with a history of 
periodical imilateral head pains, with and without 
recurrent ocular palsies, who died from intracranial 
disease, especially rupture of an aneurysm. In my 
opinion it is unwise to be satisfied with a diagnosis of 
migraine or ophthalmoplegic migrame in the presence 
of head pains always on the same side. To emphasize 
this point by paradox we may say that hemicrania is 
never migraine, that is if the hemicrania is always on 
the same side. 

Space does not admit of even a bare enumeration of 
the many other forms of ocular palsy and their causes. 
They and the ones that have been mentioned must 
always give rise to anxiety, and every effort must be 
made to discover their cause, so that treatment, if 
available, may be given in good time. 
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ON SQUINT AND ITS 
TREATMENT 

By N. bishop HAEMAH, M.A., M.B., F.R.C.S., LL.D. 
Consulting Ophthalmic Surgeon^ West London Hospital. 

S QUINT is the overthrow of one of the most 
perfect and valuable of the faculties of man. 
Binocular vision has made man the skilled craftsman 
that he is; binocular vision gives man his sense of 
judgment of the size and position of objects, the prime 
requisite for the hunter and the sportsman. Squint 
is the evidence of the overthrow of this priceless 
faculty. It may occur at any age. In children it is 
common and occurs as a disassociation of the eyes. 
In adults it is rare and mostly paretic, the sign of 
serious general disorder; squint of this order is most 
distressing to the patient, for he sees double. In this 
article attention wiU be confined to squint in children. 

In a child the onset of squint does not cause the 
child any trouble. Evidence of diplopia is difficult to 
discover, but that it does occur in some cases is certain. 

A child, aged four years, was seen, of whom the mother told this 
story. The boy fell and struck his head on the fender. She picked 
him up and to pacify him gave him a sweet, and noticed that he 
took the sweet with one hand and tried to grasp another with the 
other hand, then she saw that he had become cross-eyed. 

For the most part the onset of a squint is a relief to 
a child. For some reason the maintenance of binocular 
vision is too difficult for it and cessation of effort brings 
ease. Doubled images would endanger the child, so 
the image of one eye is suppressed; or if both be re¬ 
tained, alternation of vision and suppression result, 
so that first one eye sees and then the other. The fact 
that squint brings relief to the child indicates the 
difficulty of treatment. The child must be persuaded 
to resxune the struggle, and this can be accomplished 
only when the conditions making binocular vision too 
difficult can be removed and when the suppression of 
the fusion faculty and of the vision of the one eye have 




540 


THE PRACTITIONER 


not been of too long standing. 

The frequency of squint .—In a good class London 
school of 1,007 children there were no less than 18 
squinters; amongst 374 infants there were 7, 4 girls 
and 3 boys; amongst 363 girls there were 7; and 370 
boys accounted for 4. The incidence is therefore 
nearly 2 per cent., and girls are affected nearly twice 
as often as bojTs. The figures of the Belgrave Hospital 
for Children show how large a proportion of squinters 
there are amongst infants; of 1,400 children examined 
seriatim because “ they could not see properly,” no 
less than 199 were squinters :— 

Age in years... 4 6 6 7 8 9 10 11 12 13 14 
Percent. ... 100 100 63-2 32 7-6 17-7 5-5 6-2 7-6 2-7 6-4 

The majority were of the fixed t 5 q)e, with one eye 
turned towards the nose, all but 9 were primary squint, 
i.e. not associated with actual disease of the eyes. The 


figures were — 

Convergent, fixed.166 

„ alternating.16 

„ with scarred cornea - ... 6 

„ with disease of fundus - . . 1 

„ congenital defect . . . . l 

„ brain disease.1 

Divergent.8 


Squint is ugly. Perhaps the “ evil eye,” for which so 
many hapless old women wfere harried to their death 
on the suspicion of witchcraft in “ the good old days,” 
was no more than a common squint, a “ cast ” in the 
eye, or “ bossing,” as it is called in many parts of the 
country. Bossing had an evil significance ; it indicated 
a despicable and worthless character, usually of 
decrepit age. “ I speak to you auld Bossis, of perdi- 
tioun,” Lyndsay, “ Works ” (ed. 1592). Not only was 
squint thought to be of evil omen, but the defect was 
thought to be the work of evil spirits. In “ King Lear,” 
in the scene on the heath at curfew night, we read; 
“This is the foul fiend Flibbertigibbet; he begins at 
curfew, and walks till the first cock; he gives the web 
and the pin, squints the eye, and makes ^he hare-lip; 
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mildews the white wheat, and hurts the poor creatures 
of the earth.” In nearer times a squint has been the 
cause of slanderous charges against harmless folk; in 
rural districts the squinter has been proverbially a 
thief, somewhat of the order of “ Taffy ” in the nursery 
rhyme. There is something of this feeling to-day and 
more than one man of business has wished to have the 
deformity corrected by operation, “ because he found 
his customers seemed to doubt his probity when they 
noticed the squint.” 

EVOLUTION 

Squint is a falling back into a lower state of organiza¬ 
tion. Instead of the “ eyes right ” direct look of the 
man there is the irregular fixation of lower animals. 
Monocular vision is the rule of lower vertebrates. A 
chameleon may have one eye open, the other covered, 
as though in sleep, one may look forwards, the other 
backwards. In fish there is complete absence of 
association of the two eyes owing to their lateral 
position. Two distinct optic nerves run indepen¬ 
dently to the two sides of the brain, and there is 
not any connection between them. In man it is other¬ 
wise, the nerves meet inside the skull, and join m such 
fashion that half the nerve of one eye unites with the 
corresponding half of the other eye, so that the brain 
receives the joint impression of the two images the 
eyes have gained of the one object looked at. There 
is some attempt at two-eyed vision in the higher 
hunting mammals. The domestic cat seems to have 
some such power, for it is noticeable that the eyes 
work together in examining near objects, and that the 
cat is able to “ handle ” an object with great nicety. 
With this development of the eyes in hunting animals 
there is a large increase in the area on the cortical 
centres of sight. This area is small in the hunted 
animals, large in the hunting animals. 

In man the development is complete. The whole of 
his face and the position of his body has been remodelled 
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to secure this. Man stands erect to the view; his face 
is flattened so that the eyes are in front, where alone 
they can work together; the obstructing snout has 
gone. Man’s eyes now work on parallel axes, and they 
can be turned in towards each other so as jointly to 
examine near objects. There is constant association 
of the two eyes, this gives binocular vision, and the 
ability to determine accurately the size, the bulk and 
the position of objects. This judgment is effected by 
an unconscious, but trained, perception of the nerve 
impulses required by the muscles of the eye-balls in 
moving the eyes from one position. Abnormal stresses 
of this mechanism will give false impressions, both of 
size and distance, as I have shown by experiments with 
prisms.i Binocular vision cannot be understood by 
the imfortunate person who has not the power; he 
cannot realize what he misses. It is something like 
colour vision; to the normal person red is a glorious 
colour, to the colour blind it is no more than drab, 
and no power can enable such a person to understand 
the raptures of the artistic over fine colour-effects. 
So with the tone deaf. 

Control .—^The brain is the real factor in the produc¬ 
tion and maintenance of binocidar vision. This 
control goes by the name of the “ fusion faculty ”; 
i.e. the power of the brain to fuse into one pictiu’e the 
two images seen by the two eyes. Since there is a 
separation of about three inches between the eyes the 
view of each eye of the same object is slightly different. 
These two diverse retinal images are received by the 
brain and fused to give that sense of solidity we per¬ 
ceive, whether of trees, of statuary, or of persons. 
This is the basis of stereoscopic photography. Binocu¬ 
lar vision is not present at birth. It comes into play 
about the fomrth week of life; then it is weak, just as 
imcertain as a child beginning to walk. A little irrita¬ 
tion; even a pin prick, will cause the eyes to squint. 
Bacon noted the ease with which children squinted: 
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“ Some can, squint when they will, and children set 
upon a table with a candle behind them, both eyes will 
move outwards, to seek the light, and so induce squint¬ 
ing.” There is an even more interesting note in the 
famous diary of Pepys. He writes : “ At supper the 
three doctors of physic again in my cabin, when I put 
Dr. Scarborough in mind of what I heard him say: 
that children do, in every day’s experience, look 
several ways with both eyes, till custom teaches them 
otherwise; and that we do now see but with one eye, 
our eyes looking in parallel lines.” 

Once binocular vision is established it is rarely 
disturbed; but under five years of age, should the 
control of the brain be weak, a very little ocular or 
physical disturbance will cause a squint to appear. 
The case may be illustrated by a simile: the relation 
between the eyes, the muscles, the nerves, and the 
brain control of the whole, is very like that between 
the horses, the traces, the reins, and the driver of a 
four-in-hand. A good driver will master a bad team. 
If the driver be bad or drunk, even though the team 
be perfectly matched and the equipment perfect, the 
fool of a driver will run the coach into the ditch. So 
with the eyes. There may be iU-matched eyes, high 
errors of refraction, even a gross muscle defect; but if 
there be perfect brain control there will not be squint, 
though there may be intolerable “ eye-strain.” On 
the other hand, there may be a perfectly matched 
pair of eyes, with good focus, normal muscles and 
nerves, yet if the brain control be weak the least 
difficulty will result in squint. A pin prick, or worms in 
infants, fevers, falls, or the first turn of school work in 
later years, will be enough to upset a weak control. 
These incidents are debited with the disaster, but 
the real fault is with the brain. 

Effects of sgpiint ,—It is obvious from the foregoing 
that it is very important to check the squint at its 
onset, for it means the stoppage of a most important 
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piece of brain work, one that has taken eeons to weld 
into the brain fibre of man, and the loss of which is 
something that cannot be measured in vulgar fractions. 
Besides that there is the possible loss of the sight of 
one eye, a serious prospect in these days of rigorous 
physical examinations for the services and industry. 
An eye with a fixed squint speedily loses its acuity. 
If this were not so, the child would see two objects— 
two steps, two doors—and the confusion would be 
distressing and dangerous. In the child the central 
association that makes binocular vision is so lightly 
joined that when double vision is noted with the onset 
of a squint it may be lost in an hour or so. If a squint 
be neglected the squinting eye may become completely 
blind for all the finer purposes of life. 

Popular fallacies .—^There is a common belief that 
children “ grow out of squint.” There is some truth 
in the idea. Many a yoimg child has been seen to 
squint when ill. Irritation may make it squint, and 
when the irritation is withdrawn the squint will cease. 
Then some children have squinted into their teens, and 
when puberty comes the eyes of a few are noted to get 
straighter, so that the squint may pass unnoticed 
except when they are tired. The temporary squint of 
the infant does not do any harm, but is a warning of a 
possible weak brain control, and a hint for future care. 
But the case of the child who grows up with a squint 
is otherwise, even though the eyes appear straight they 
never recover the effect of the squint, binocular vision 
is lost and the sight of one eye may be reduced to the 
value of a rabbit’s eye, an eye with a general field of 
vision, but no form vision. 

Heredity .—^Ih some cases of squint there is a strong 
hereditary factor. The disorder may be traced in 
several generations of one family; but what is inherited 
is not the squint, but the conditions favouring its 
onset. In some rare cases the squint is associated with 
gross failure of development of certain* muscles of the 
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eyes through several generations; in these cases it 
may be said that there is a true inheritance of sq^uint. 
From these gross cases a series can be traced to lesser 
defects of the musculature which cause the various 
heterophorias or latent squints that are such a serious 
cause of chronic headache and eye-strain. I am 
inclined to the view that of the three factors which 
are the determining causes of the failure of brain 
control resulting in squint—errors of focus, toxic 
conditions, and defects of muscle balance—the last 
is the most influential. In foetal life the eye is far too 
large for the orbit, the developing muscles are crowded 
into a retro-bulbar position and only reach their 
proper attachments to the globe as the growth of the 
face overtakes the eyes. In some fish there is a regular 
failure of certain muscles to attain the usual attach¬ 
ments. In the herrings and some salmon the internal 
rectus fails to gain an attachment anterior to the 
equator of the eye, it is attached close to the optic 
nerve. In the pleuronectids the external rectus is 
“ deficient ” in form as judged by the usual standards. 
Careful investigation of patients shows how common 
are defects of muscle balance, and also that there are 
some families in which this error is larger and more 
common than ordinary. In one family with an exces¬ 
sive incidence of obvious squint, in young children of 
different branches of this family I was able to note 
the threshold of squint and to check its onset by the 
correction of discovered hyperphoria or latent vertical 
squint. In some cases of patent squint it is possible 
to determine the presence of muscle defect, but for the 
most part the finer defects are smothered by the 
grossness of the squint. 

TREATMENT 

The treatment of squint has three distinct stages: 
(1) Balancing the vision of the eyes. (2) Awakening 
the fusion faculty. (3) Operation. The three stages 
are intimately connected, and follow out of each 
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other. Not every case need go through the three stages, 
for cure may he effected in the first stage; but no cases 
should reach the third stage of treatment -without 
passing through the pre-dous two. 

Balancing the visum .—^To secure a balance of vision, 
two courses are needed. It is necessary to correct 
any error of focus of the eyes. There must be complete 
cycloplegia from the efficient use of atropine, and the 
practitioner must be master of the art of retinoscopy. 
It is evident that in young children success must 
depend upon the judgment of the surgeon, subjective 
examination is valueless. A far harder part of the 
examination is the attempt to discover muscle defects. 
In many cases, as has been said, the grossness of the 
squint prevents this, nevertheless there should be 
careful tests, for the discovery of a vertical element in 
the squint and its correction by prisms may materially 
hasten recovery; and further, such defects have 
important bearings when operation has to be planned. 
Glasses must be worn constantly. It is never too 
early to begin. Infants under one year of age -will 
wear glasses. A satisfactory means of fixing them is 
in use. 2 There must follow the provision of glasses the 
compulsory exercise of the vision of an eye with a fixed 
squint. The integrity of the macula of that eye, so far 
as ophthalmoscopic examination can determine, must 
be assured. To awaken the squinting eye to its duties 
there is no better practice than that introduced by 
Erasmus Darwin in 1778*; he covered the fixing eye or 
straight eye so as to compel the use of the squinting 
eye. The straight eye may be covered for a month on 
end. In some cases the squint can be altered by this 
measure, aa Maokenzie^ noted. This is a favourable 
result. Another means of securing continuous use of 
the squinting eye is by paralysing the accommodation 
of the straight eye with atropine, this compels the use 
of the squinting eye for the examination of near 
objects. It is only of value when there is some vision 
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iu the squinting eye. 

Atoakming the fusion facuUy .—^This stage demands 
very great patience, care and critical judgment. It is 
an attempt to revive the brain control of the eyes. 
Orthoptic treatment has been widely used of recent 
years, but its inception is of old. Erasmus Darwin, 
who had a case of alternating squint, concluded that 
the condition was due to a “ depraved habit of moving 
the eyes.” To check this he anticipated the most 
modem stereoscopic device. A brass gnomon was 
fixed to the nose of the child. This long nose projected 
inches. He argued that the child must now use 
the right eye to see things on the right side and vice 
versa. He then tried to get fusion of the images seen 
by the eyes by placing a white-tipped wand in front 
of each eye and then bringing them together. This 
was practised every hour of the day, and he thought 
with some effect. But he regretfully noted that his 
little patient discarded his device of the long nose so 
soon as his oversight was withdrawn ! That trial is in 
brief the most modem treatment of the fusion faculty. 
Javal, a distinguished French oculist, developed the 
stereoscope for this purpose, making the mirrors 
adjustable to the angle of the squint. Mestley Smith 
improved upon that by the use of two tubes pivoted 
in a frame. Now there are many fine instruments, 
tubular, combined tubes and mirrors, the most perfect 
of variable stereoscopes, with pictures illuminated and 
“ moving,” all calculated to attract the child. The 
lighting can be varied so as to dim the sight of the good 
eye and heighten the sight of the bad eye. There is 
every contrivance that can assist the eyes to receive 
impressions and convey them to the brain. Practice 
with these instmments is directed first to getting the 
cMld to see the two images simultaneously, and that 
attained, to the more difficult task of keeping these 
images in view, even when the angle of the setting of 
the instrument is reduced to less than that of the 
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squint. When either of these steps is certainly attained 
a great advance on the road to recovery has been 
secured. The exact value of the orthoptic treatment 
has not yet been determined; too much has been 
claimed for it by some enthusiasts. Certain considera¬ 
tions show its limitations. First there is the physio¬ 
logical fact that the attempt to see diverse images with 
the two eyes is unnatmal. The phenomenon known as 
the “ struggle with the retinae ” demonstrates this. If 
in an appropriate instrument the normal-eyed be 
shown two crosses, say that of St. George to the right 
eye and that of St. Andrew to the left, for the moment 
the person will see these superposed to make a Union 
Jack, but then he will see a curious alternation of the 
images, one or other cross will fade out, so that he will 
see the cross of St. George and not that of St. Andrew, 
and not even the most devoted Scot can prevent the 
disappearance of his sacred symbol. Another and 
more material difficulty arises from the brevity of the 
effects obtained, at most the child will tolerate half an 
hour’s practice a day, and if then there is the best 
result it is but a fraction of the day of the child during 
the rest of which the vicious effects of the suppression 
will persist. Theoretically Darwin’s long nose was 
better calculated to control the eyes, but even that was 
not tolerated for long. At present the evidence is that 
orthoptic treatment to be of any use must be begun 
as soon as the child can be interested in pictures, to 
leave it until the age of six, seven or eight years of age 
makes it hopeless. It is not of any use in divergent 
squint or in alternating squints. It is most effective 
in cases of fixed convergent squint in which the vision 
of the squinting eye is at least 6/18, in fact in just those 
cases recognized as likely to respond favourably to any 
treatment. The method, however, is of real value in 
preparing the way for and assuring the success of the 
next stage of the treatment—operation. 

Operation .—^Three points come up for review: (1) 
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The rational basis of the procedure. (2) The best time 
for the undertaking. (3) The most reliable technique. 
The rational basis for operation depends on what is 
meant by the “ cure of squint ”; if this is no more than 
reduction of the deformity, the basis is no more than 
the objection of the parents or the child to the ugliness 
of squint and the risks of some adverse mental reaction. 
If we aim at a real cure, then we want to put the eyes 
into such a natural position as wiU assist the recovery 
of binocular vision. Erom this point of view, operation 
is not only reasonable, but necessary, even urgent. 
By operation we may do permanently what the orthop¬ 
tic treatment can only do temporarily. There is no 
doubt that in fixed squint of some duration there is a 
change in the condition of the muscles. In convergence 
the internal rectus is shortened and thickened, and the 
extemus stretched and thinned. These altered states 
are obstacles that cannot be overcome by training; 
there must be readjustment. The time of operation is 
also determined by what we wish to do. If we only 
want to correct the deformity there is no urgency, any 
convenient time will do. If we aim at restoration of 
binocular vision, then operation should be advised as 
soon as we are sure of certain conditions:—the effect 
of wearing glasses and the exercise of the squinting eye 
for sis months; and some recognition of the two images 
presented to the eyes with any form of stereoscope. 
We may then adjust the tendons with good hope that 
the corrected position may be kept in order by a 
renewed brain control. Cases of alternating squint 
are in a class apart, in these there may be perfect eyes 
with full vision in each eye and no hint of any fusion 
faculty. In these children it is better to operate at the 
earliest convenient date. I have even operated on 
infants under one year old. Late operation in these 
oases may set up troublesome diplopia. 

The technique of operation .—^The number of operations 
devised for the correction of squint is legion. The first 
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operation method was that of the ‘‘ Chevalier John 
Taylor, of Norwich.® He travelled through Europe 
“ curing ” squint by making a cut at the inner canthus 
of the eye and immediately covering the fixing eye. 
Some have doubted if a tenotomy was really done, but 
there is good contemporary evidence that he did put 
eyes straight. Tenotomy had serious drawbacks. 
Overdone it caused other deformities, a sunken caruncle, 
a bulging eye, and sometimes a divergent eye. Von 
Graefe introduced the advancement and shortening of 
tendons to pull the eye into position. Advancement 
with or without some form of tenotomy has held the 
field since then. The difficulty of the operation is 
evident when the mobility of the eye is considered, the 
slenderness of the muscles, and the uncertainty of the 
exact replacement of a severed tendon in its original 
axis on a curved surface. To get rid of these difficulties 
forms of shortenmg tendons without section and of 
lengthening without complete section have been de¬ 
vised. I have practised such a form of operation for 
several years with results that are proof of its adequacy.® 
Condusion .—^Early treatment is essential to rea 
success, i.e. recovery of binocular vision. There is no 
room for a “ wait and see ” policy. If the doctor waits 
his patient will soon fail to see in the fashion he should. 

References 

1 Hanaan, N. Bishop: Trans. OphOud. Soe. U.K., 1914, zzxiT, 
295. 

* Idem.: “ Aids to Ophthalmology,” London, 1928, 7th ed., 
p. 137. 

* Darwin, E.: Phil. Trans., 1778, liviii, 86. 

* Mackenzie, W.; “A Practical Treatise on the Diseases of the 
Eye,” London, 1830, p. 262. 

* Taylor, J.: “An Account d the Mechanism of the Eye,” 
Norwich and London, 1727. 

* Harman, N. Bi^op: The XVn International Congress of 
Medicine, London, 1913: “ Ophthalmology,” part ii, p. 313. 




THE PRACTITIONER 


661 


THE TREATMENT OF 
CONJUNCTIVITIS 

By P. G. DOYNE, M.B., F.R.C.8. 

Surgeon, Boycd London Ophthalmic Hospital; Surgeon with Charge of 
Out-patients, St. Thomas’s Hospital; Consulting Ophthalmic Surgeon, 
Hospital for Sick Children, Great Ormond Street. 

C onjunctivitis is a very protean condition. It 
may be seen in many different forms from the 
simple h 3 ^er 8 emia to the acute purulent form associated 
with the gonococcus. While the milder forms are 
common enough, acute manifestations of the disease 
are really not very common. At times epidemics of 
“ pink eye ” run through schools or barracks, though 
this form of conjunctivitis is not a very severe affair, 
usually lasting only a few days in each individual case. 
In the majority of all cases the clinical appearance is 
no clue to the infecting agent, and if the bacteriology 
is to be ascertained, a swab must be examined and a 
culture grown. Except in severe or intractable cases, 
a knowledge of the bacteriology, though probably 
desirable, is not absolutely essential. In this connec¬ 
tion it may be mentioned that before an intra-ocular 
operation is imdertaken, it is imperative that a 
conjunctival culture should be taken. 

The symptoms of conjunctivitis vary directly with 
the severity of the attack. Certain general features are 
characteristic. The discomfort or pain is referred 
always to the site of the disease. There is grittiness, 
and a feeling of sand or a sense of burning under the 
lids. There is difficulty in keeping the lids open. 
There is some degree of photophobia though not 
usually so much as in the corneal affections. The lids 
are stuck together in the morning on waking to a 
greater or less extent. But there is no circum-orbital 
or temporal neuralgia, which is the characteristic iritic 
pain, nor is the globe particularly tender to the touch. 
On inspection, a certain amount of ptosis may be 
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noticed, but this thU not be particularly obvious if 
both eyes are equally affected. The vessels of the 
conjunctiva covering the globe (bulbar conjunctiva) 
will be engorged and prominent. The conjunctiva 
covering the lids (palpebral conjimctiva) will be in¬ 
jected and there will be a certain loss of lustre and of 
sharpness of outline. It will be noticed that the least 
injected area will be that immediately aroimd the 
cornea. In affections of the cornea and iris, this area 
is always the most injected part, and in iritis cases 
there is in addition engorgement of the deeper vessels 
in the sclerotic, producing the homogeneous blue-red 
flush, called ciliary injection. This is not seen in a 
pure conjunctivitis. The secretion varies from a little 
dried crusting of the lashes with a few flakes of mucus 
floating in the fomices, to a profuse purulent discharge, 
which later is practically confined to severe cases of 
gonorrhoeal conjunctivitis. 

Complications and sequela are not common, except 
in very severe cases. Even in them, complete resolu¬ 
tion is the rule. The greatest immediate danger is 
involvement of the cornea, leading possibly to ulcera¬ 
tion, perforation, and intra-ocular infection. If the 
process stays at ulceration, which is usual, considerable 
damage to sight may ensue, owing to the opaque 
scarring of the cornea which results. Later sequelae 
are deformities of the lids due to scarring of the 
conjunctiva. This, however, practically only occurs 
after long-standing inflammation due to trachoma, or 
after trauma or bums. 

In the consideration of treatment of conjunctivitis 
regard must be paid to the value of the tears. Tears 
contain lysozyme, which is an anti-bacterial enzyme, 
and which is a very potent protection against any 
chance infection. This lysoz 3 nne content of the tears 
very rapidly becomes diluted, and so ineffective if 
there is much watering of the eyes. Excessive watering 
therefore is to be deplored, and anything which can 
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control it should be used. Ridley advises the use of 
atropine or hyosoine in this connection on account of 
their local action in reducing the secretory activity of 
the lachrymal gland. In mild infections, nothing more 
is needed than bathing with warm boracic lotion, and 
the application of a little vaseline to the hd margin at 
night-time to prevent them sticking together in the 
morning. Other lotions which are useful in severe 
cases are boracic with zinc sulphate gr. ^ii to 
the oz. (particularly in Morax-Axendeld infections); 
oxcyanide of mercury 1/8000 (in Staphyhcoccm aureus 
infection), and perchloride of mercury 1/10000. A 
drop of adrenaline 1/1000 wiU often give much tem¬ 
porary relief. 

There is no doubt that the application of silver 
nitrate 2 per cent, is by far the best method of 
attack upon the inflamed conjunctiva. It should be 
applied to the everted lids by means of cotton wool, 
wrapped rotmd a glass rod or match stick, which is 
previously dipped into the solution. It causes a 
superficial sloughing of the surface cells of the con¬ 
junctiva, and m consequence should not be used more 
often than once in the 24 hours. The process is very 
unpleasant for the patient, and a previous cocaine 
instillation does not relieve matters to any great 
extent. Various proprietary silver preparations (such 
as protargol 12-10 per cent, and argyrol 10-25 per cent.) 
are on the market, and can be instilled into the eyes 
in drop form once or twice a day. Such experimental 
work as has been done suggests that apart from silver 
nitrate, there is very little bactericidal action in these 
preparations. They do, however, seem to produce 
results. It may be mentioned that of late good results 
have been obtained by the use of ultra-violet rays, 
both in sterilizing the conjunctival sac preparatory to 
intra-ocular operations and in stimulating the defences 
locally to combat infections. 

As a routine in all cases of apparent conjunctivitis 
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the lachrymal passages should be investigated. Pres¬ 
sure over the lachrymal sac should be made, and the 
puncture watched for regingitation of fluid tears, mucus 
or pus, and if in doubt the patency of the lachrymal 
passages should be demonstrated by syringing. There 
are certain manifestations of conjunctivitis which are 
characteristic either by reason of the clinical appear¬ 
ance or on account of their severity or intractability. 
In some cases, too, the clinical appearance will give 
clue to the bacteriology, and so to the treatment, if 
there is a specific one for the particular infecting 
organism. 

Koch-Weeks conjunctivitis. — This is the typical 
“ pink eye ” of schools. It appears almost to be 
infectious, and will run through a school or institution. 
The infecting agent is the Koch-Weeks bacillus. In 
appearance this form of conjunctivitis is easily recog¬ 
nizable by the suffused appearance of the bulbar 
conjimctiva, and the frequent appearance of multiple 
small haemorrhages in this situation. It is usually not 
very severe and can be likened in its course to the 
common cold in the head. There are two or three 
days of fairly acute photophobia, btuming and watering 
of the eyes, and then the attack subsides, the whole 
lasting from a week to ten days. It must be stated, 
however, that at times a much more severe manifes¬ 
tation occurs, with some purulent discharge. No 
special treatment is needed. Warm boracic bathings 
every few hours during the height of the attack and 
some boracic ointment between the lids at night time 
to prevent the lids sticking; 5 per cent, protargol 
drops may be used in addition, in severe attacks. 

Angular conjunctivitis .—^This form of conjunctivitis 
is due to the Morax-Axenfeld bacillus. The naked-eye 
appearance is characteristic. The inner or outer 
comers of the eyes are red, and the appearance is 
perhaps more strikingly seen when the patient is a few 
yards off. The palpebral conjimctiva qp inspection is 
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found to be red and swollen, but usually the bulbar 
oonjunctiva is relatively little affected. This affection 
is not usually very acute, but is apt to be chronic. 
Zinc sulphate is specific for the condition, and irriga¬ 
tions of gr. i to gr. i of zinc sulphate to the ounce of 
boracic lotion should be kept up regularly three or 
four times a day imtil the condition has entirely 
subsided, as otherwise minor relapses are likely to occur. 

Membranous conjunctivitis. —^Here the surface of the 
conjimctiva is covered by a membrane which peels off 
without much bleeding. Though usually due to the 
diphtheria bacillus, other organisms can produce it, 
notably the streptococcus, and bacteriological examina¬ 
tion is necessary to establish the diagnosis. True 
diphtheritic conjunctivitis is probably rather more 
frequent than has been thought to be the case hitherto, 
but fortunately post-diphtheritic paralysis after a 
conjunctival infection is not common. Mild and severe 
forms occur, and there is always danger to the cornea 
and in severe cases, in addition, permanent scarring of 
the lids may occur. It is usually seen in children 
imder ten years of age, and only very rarely in adults. 
As regards treatment, the administration of antitoxin 
is the first requisite, and locally to the eye frequent 
irrigation and hot bathings. Atropine drops should be 
instilled to help in safeguarding the cornea. 

Gonococcal conjunctivitis. —^This is by far the most 
severe form of conjunctivitis. It occurs in two forms : 
(1) In the new-born (ophthalmia neonatorum); (2) in 
adults (purulent conjunctivitis). Ophthalmia nemux- 
torum is responsible for a very large number of cases of 
blindness, and in consequence a very wide definition 
has been laid down by the public health authorities. 
Clinically it is the severe form of pmulent conjunc¬ 
tivitis occurring within a few days of birth which is 
meant by this term. Not all of the cases are actually due 
to the gonococcus. The streptococcus is responsible 
for a small proportion, but it is computed that at 
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least 70 per cent, are gonorrhoeal, the eyes being infected 
during birth. Occasionally the infection may take 
place subsequently from contact with discharge on 
towels. The onset is usually on the second or third day. 
The eyelids become red and swollen. At first there is a 
thin sanguineous discharge, but this rapidly becomes 
purulent. When fully developed the lids are distended 
and plum red in colour. Pus pours out from beneath 
the lashes. On separating the hds, pus may be shot 
out owing to the pressure with which it is contained 
under the lids, so care must be taken by the examiner. 
The palpebral conjunctiva is found to be greatly 
swollen, so that it is very hard to get a view of the 
cornea. This is the time when the cornea may become 
involved. The disease remains at its height for about 
a week, and then begins to subside, and complete 
recovery will take place in from three to four weeks. 
If the cornea has survived, there will be complete 
recovery without resulting scarring, or, in fact, any 
sign of what the eye has been through. If the cornea 
has been ulcerated, there will be an opaque scar 
proportionate to the ulceration, and if the ulcer has 
perforated, the interior of the globe may be affected 
from involvement of the iris with the comeal scar, to 
complete disorganization of the eyeball. Prophylaxis 
has reduced the incidence of ophthalmia neonatomm 
to a very considerable extent, and is of the utmost 
importance. It consists in cleaning the eyes imme¬ 
diately after birth, and instilling a drop of 1 per cent, 
silver nitrate between the lids. 

Treatment: Erequent, almost constant irrigation is 
the most important item of treatment, and it may be 
necessary to divide the external canthus in order to 
carry this out efficiently. The nature of the fluid used 
is not of so much importance. The routine treatment 
used at the special Hospital for Ophthalmia Neona¬ 
torum, St. Margaret’s, Kentish Town, is irrigation with 
a solution of eusol (1 in 7) hourly, and after each 
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irrigation, the instillation of one drop of a solution 
of acriflorine 1/1600 in castor oil. Atropine sulphate 
I per cent, is dropped into the eye as soon as any 
haziness of the cornea is noticed. If one eye only is 
aflEected, the greatest care must be taken to prevent 
spread of infection to the other eye, which should be 
covered with a BuUar’s shield. 

Purulent conjunctivitis is usually eaused by infection 
carried direct from the urethra. It follows a course 
very similar to that of ophthalmia neonatorum in the 
infant. But unfortunately the cornea becomes in¬ 
fected in a much higher proportion of cases. Treatment 
is on similar lines. Hourly irrigations, atropine if signs 
of eomeal haziness, and protection of the unaffected 
eye if only one is affected. Apphcation of silver 
nitrate 2 per cent, once in the 24 hours is advisable. 

Follicular conjunctivitis .—This occurs very commonly 
in young children. Both eyes are usually affected. 
Numerous follicles are seen in the lower and upper 
fomices, and also in the palpebral conjimctiva of both 
lower and upper lids. The foUicles are always more 
numerous in the lower than in the upper lids. They are 
situated in parallel rows, and are most frequent in the 
central portion of the above named areas, being usually 
absent at the canthi. The symptoms are very slight, 
and, in fact, may be absent. In any case, not more 
than a little irritation and watering. Trealment: The 
less treatment the better. The chief difficulty is to 
reassiue the parents that the condition is not serious, 
and will eventually pass away. In fact, the apphcation 
of antiseptics to a normal child’s conjunctiva can 
produce folhcles. Bathing with boracic lotion and 
the instiUation of boracic ointment is aU that is 
necessary. It will be well, perhaps, to estimate the 
refraction, and see that the child’s general health 
and surroundings are satisfactory. 

Phlyctenular conjunctivitis .—^This is a disease of 
childhood. The typical appearance of this disease 
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consists of the presence of one or two small round grey 
or yellow nodules (phlyctenules) situated at the junction 
of the conjunctiva and cornea, but just on the con¬ 
junctiva. There is usually a leash of vessels aroimd 
each nodule, and small local congestion. Occasionally 
an ulcerative process spreads on to the cornea, and 
tracks across it from the original site, drawing a leash 
of vessels after it. This process may spread right across 
the cornea. This comeal involvement is not, however, 
the rule, but an infrequent complication. Occasionally 
also, a single large phlyctenule is seen protracted 
further out of the bulbar conjimctiva. There is 
generally a great deal of discomfort and photophobia 
associated with the presence of phlyctenules, and the 
child makes matters worse by rubbing its eye, and 
setting up an excoriated condition of the skin of the 
eyelids. At times, however, phlyctenules are sur¬ 
prisingly well borne and symptomless, though this is 
unusual. 

Phlyctenular disease was at one time thought to be 
a tuberculous manifestation, but this is definitely not 
the case. It is a disease due to bad hygienic conditions, 
and chiefly seen in the hospital class, only very rarely 
seen among the children of the well-to-do. Malnutrition, 
especially overmuch carbohydrates and too little fat in 
the diet, is a factor. Septic tonsils and adenoids are 
also a factor. If the child can be sent away to a 
convalescent home by the sea the conditions soon 
clear up, only to recur on return home. Recurrences 
and relapses are frequent. Local treatment consists in 
the instillation of atropine, which gives rapid and 
considerable relief, and boracic bathings. Cod-liver 
oil, ultra-violet light therapy and vitamin D prepara¬ 
tions are very valuable. The essential factor is im¬ 
provement in the home conditions. 

Trachoma .—^This is a contagious disease of the 
ccmjunctiva of considerable severity and great chroni- 
city. Once the infection is established it is likely to 
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be years before the process ceases and there may be 
frequent relapses. There is sure to be considerable 
scarring of the conjunctiva as a result, and in bad 
cases this scarring may be sufficient to cause defor¬ 
mities of the lids, such as ingrowing eyelashes and 
entropion. As in most cases the cornea is also involved, 
the resulting scarring will cause interference with vision. 
Fortunately it is a disease very rarely seen as a fresh 
infection in this country nowadays. At the beginning 
of this century energetic measures were taken to control 
the disease, and trachoma schools were set up. In 
these continuous treatment could be applied to the 
children affected, and at the same time they were kept 
segregated and their education could be carried on. 
As the disease most frequently starts in children, 
this measure in time gained control of the disease, and 
now the trachoma schools have largely been disbanded. 
Though the disease most commonly starts in children, 
adults can quite readily be infected. It is interesting 
to note in this connection, however, that there were no 
cases of fresh infection among the white troops in the 
Mesopotamia campaign of the Great War. Though 
such measures as the trachoma schools were the most 
important individual method in this country of getting 
control of the disease, yet the incidence of trachoma 
is mainly dependent upon overcrowding, and dusty 
and insanitary housing conditions as instanced by the 
tropics being the areas where trachoma is most par¬ 
ticularly rife. The Nile Valley has always had a 
particularly bad reputation for this disease. 

No micro-organism has been satisfactorily connected 
with this disease, though it is probable that such a 
cause is really present, and will some day be dis¬ 
covered. In the early days the disease appears either 
as a papillary hypertrophy followed by the appearance 
of follicles, or at times the follicles are the first manif^- 
tations. They are seen in most amoimt in the upper 
fomiz, and on the imder surface of the upper lid; 
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they are present to a less extent in the lower fornix. 
When the foUicles are well developed the upper half of 
the cornea is invaded by vessels—^pannus—^the vessels 
are running superficially, and with a tendency to 
superficial ulceration of the cornea. During the course 
of the disease the follicles rupture and cicatrization 
follows. This is a very gradual and prolonged pro¬ 
cess, as new follicles appear as the old ones go. 
The consequence is that there is a steady process of 
cicatrization going on all the time the disease lasts. 

Treaimerd in the early stages consists in daily 
paintings of the fids with silver nitrate, or with tincture 
of iodine and with boracic irrigations. If there is any 
comeal ulceration, atropine should be instilled. Later, 
when the condition has passed its zenith, and all comeal 
ulceration has subsided, solid copper sulphate stick 
should be applied to the lids. In very severe cases 
expression of the follicles in the fomices may be done 
with roUer forceps. Excision of the tarsal plate is 
advocated very strongly by some, in the chronic 
period, partly to get rid of the process, as it is held 
that the tarsal plate itself becomes infected, and also 
to prevent subsequent deformities of the fids which 
depend largely upon contraction of the tarsal plate. 

Spring caiarrh .—^This is a not very common con¬ 
dition. It is seen in young adolescents, and is only 
in its active phase during the spring and summer 
months. At that time there is a marked photophobia, 
lachrymation and irritability of the eyes. On everting 
the lids, the imder sinface of the upper lid will be seen 
to be covered with large, hard, flattened papillsB. 
These papillae are composed of fibrous tissue. In the 
papillae and in the conjunctival secretion there are 
large numbers of eosinophiles. Occasionally around the 
limbus raised semi-translucent masses are seen. During 
the winter months the symptoms abate, though the 
naked-eye appearance of the conjunctiva does not 
materially alter. The cause of the condition is not 
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know. Hay fever and asthma are very commonly 
associated. Treatment is not satisfactory. Radium 
apptication has in some cases apparently done good. 
Adrenaline drops give relief. Fibrolysin to the con¬ 
junctiva surface may help. General constitutional 
treatment is important. Probably there is nothing 
effective to be done but to attempt to give relief, 
knowing that the condition will get better as the 
summer passes, and further that as the sufferer gets 
older, the disease will gradually leave him, 

Tvherculcms conjunciivitis .—^This is not common. It 
is usually seen as cock’s comb excrescences which grow 
from the fomices, or large ulcers surrounded by granu¬ 
lations. The prognosis is good. The disease areas 
should be removed, if possible, or thoroughly attacked 
by the cautery. Tuberculin is useful. 

Parinavd's conjunctivitis .—^Acute conjunctival mani¬ 
festation often with a local ulcer formation on the 
palpebral conjunctiva. There is often a rise in tem¬ 
perature, and the pre-auricular gland is enlarged and 
tender. Many of the cases are tuberculous. No par¬ 
ticular treatment is necessary. Hot bathings, and 
occasional application of silver nitrate. The disease 
may last several weeks before settling down. 

Syphilitic conjunctivitis .—^This is very rare. Chancres 
and gummas occur. In appearance both rather 
suggest an internal stye. Often the diagnosis is not 
made at once as it is not thought of, but the pro¬ 
tracted course of the condition suggests its etiology. 

Vaccinia .—^This again is likely to be missed if not 
thought of. A pustule forms at the lid margin, and 
the pre-auricular gland is enlarged. There is much 
conjunctival oedema. Boracic bathings are all that is 
necessary. 
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THE CAUSATION AND 
OPERATIVE TREATMENT OF 
DETACHMENT OF THE RETINA 

Bv J. COLE UABSHALL, U.D., F.B.C.S. 

Senior Surgeon, WesUm OphOuUmie Hospital. 

T he amount of literature on this subject published 
in the last few years makes it extremely difficult to 
condense all that is important in a short article. 

CAUSATION OF DETACHED EETINA 

The causes may be divided into (i) those connected 
with disease, and (ii) those coming under the heading 
of traumatic and idiopathic detachments. Though this 
article will deal chiefly with the operative treatment 
of the latter class, it is important to enumerate the 
various diseases associated with detachment, as it is 
now becoming clear that the operative treatment of 
detachments is often successful, especially in recent 
cases. The tendency will be to think that aU cases can 
be operated on, whereas, with a little care as regards 
the history of the case, and better stiU, the careful 
examination of the fundus, the medical man will 
realize that some cases will ultimately be cured when 
the disease is treated or has abated, and that an opera¬ 
tion will not be necessary. 

Diseases causing detachmerd of the retina. —Tumours 
of the choroid, retinitis proliferans, albuminuric retinitis 
especially associated with pregnancy, choroiditis, 
especially metastatic, e.g. a choroiditis secondary to 
antral suppmation. Detachment has also been 
known to occur from Cysticercus ceUuloscB, and other 
entozoa, echinococcus, filaria, and larvae of diptera. 
Other causes are exudation into the choroid, as occurs 
in purulent choroiditis, haemorrhage from choroidal 
vessels, and scars remaining after perforating injuries 
in the region of the sclera. 

Detachments due to trauma and of the so-coiled idio¬ 
pathic type. —The various theories explaining the cause 
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of these detachments are numerous, the principal being : 
(1) that detachment is caused by retro-retinal exuda¬ 
tion ; (2) that a vitreous drag occurs from the shrinking 
of an exudate previously excreted by the ciliary body; 
(3) that the shrinking of an otherwise transparent 
vitreous body, the result of choroiditis, causes the 
development of a detachment by the formation of an 
adhesion between the vitreous and the retina in the 
anterior part of the eye, thus tearing away the retina 
and causing a hole through which the generally abnor¬ 
mally fluid vitreous enters in myopia; the vitreous is 
often excessively fluid, and patches of choroiditis are 
common; this accounts for the frequency of detach¬ 
ment in myopia. 

No doubt detachments are also caused by holes 
occurring in a diseased retina or due to cysts, of a 
degenerative type, breaking down. On the other 
hand, it is well known that holes can be found without 
any detachment at the same time. Tears occur in so 
many cases that it seems best, if not absolutely correct, 
to take the view that detachments are due to tears of 
the retina. 

Trauma .—Trauma acts in many ways, occurring 
from definite blows or sudden jerks; often the most 
insignificant accidents may cause a severe detachment 
in an eye with degenerative changes. If one goes 
carefully into the history of an eye which otherwise 
appears quite healthy, one may find a history of trauma 
years previously. Many authorities say that the 
increase of detachments, especially in young people, is 
due to the large amount of games played and to the 
great increase in motoring accidents. 

The finding of the holes necessitates great patience, 
and often one has to spend many hours, in all, before 
the hole is found. With the aid of the electrical 
ophthalmoscope, the search is greatly facihtated. It is 
most important to examine the patient in a prone and 
sitting-up position and, if necessary, the patient may 
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be allowed to get up and move about. This may alter 
the position of the detachment and lead to the 
detection of a tear not previously seen. 

The various tears fall into the following groups:— 
1. Rotmd tears, occurring in the upper and outer 
temporal quadrants. 2. Horse-shoe and crescent tears, 
occurring in the upper and inner quadrants, of the 
globe. 3. The so-called disinsertion of Gonin occurs 
mostly below and may be bilateral. These tears are 



Fig. 1.—^The venous tears occurring m detached retina . the large, cresoentio 
tear, horse-shoe and round tear. In the lower part of the figure are two 
so-cafied disinsertions,” i.e. the retina is tom away in the region of the ora 

serrata. 

especially associated with traumatism. 4. Small, very 
fine holes associated with areas of degenerated retina; 
these holes have been especially described by Vogt. If 
the tear is carefully examined, it is often possible to 
see the tom lid of the hole either fiapping in the 
fiuid vitreous or lying loose in the neighbourhood of 
the tear. 

OPERATIVE TEEATMENT 

In describing the operative treatment of detached 
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retina, especial mention should be made of the 
wonderful work done by Professor Jules Gonin, of 
Lausanne; as his technique is so intimately connected 
with all subsequent operative procedure, a detailed 
account of his method will first be given. The 
various stages are as follows :— 

(1) A very careful, detailed history of the case is 
taken, in regard to any recent injuries or past accidents, 
whether the patient has noticed flashes of light or 
coloiured lights, small floating bodies or cloudy or wavy 
occurrences in the eye. Many of these symptoms are 
due to sudden disturbances of the vitreous body or 
disturbances of the circulation in diseased or de¬ 
generated portions of the retina. If the detachment 
involves the macula, complaints of metamorphopsia 
are made; the patient may also say the “part of the 
field ” over the defect was first noticed on seeing 
half an object, such as a tree, or part of the pen only 
when writing, or having to tilt the head, e.g. to see 
the moon. All these points help and may be of great 
use in deciding where the detachment originated. The 
central vision should be taken, also reading noted. 
The fields should be taken carefully, the slit-lamp used, 
and a note made of the tension; also of any past eye 
trouble, especially of an inflammatory nature. 

(2) Searching for and localizing the tear .—^A wide 
pupil is very necessary. This can be produced by 
mstilling homatropme or cocaine; if necessary, leavo- 
glaucosan, a powerful dilator, can be used. It is most 
important to make a careful sketch of the fundus, 
noting any inflammatory or pigmented spots and the 
extent of the detachment. The search should be 
carried out by working across the diameters of the eye 
and by noting the size and shape of the detachment. 
When the tear is found, the diameter of a clock face 
in which the tear lies is noted, also its shape and 
measurement taken in disc diameters. A disc diameter 
= 1J mm. The distance of the tear from the ora 
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serrata is measured; the ora serrata is generally 8 mm. 
from the limbus, less (7 mm.) on the temporal side, and 
in myopia often 9 mm., but 8 mm. is a good average 
measurement. When searching the periphery, the 
neighbourhood of the ora serrata can be shown more 
plainly by pressing on the region outside the eye with a 
probe. As stated above, it is most important to 
measure the width of each tear, the distance, of the 
most posterior part, from the ora and also of the 
proximal part, or that nearest to the ora serrata. 

(3) When the position of the tear has been foimd, it 



Fio. 2.—A muscle chart for mapping out the tears before the operation for 
cure of detached retina; three tears are shown and position of the marks on 
the ora and the micro-punctures to be made. 

must be transferred to the surface of the eye. After a 
drop of pantocaine (J per cent.) has been instilled in 
the eye, a mark is made on the limbus corresponding 
to the diameter foimd. The first mark is made with 
gentian violet or methylene blue; if this spot corre¬ 
sponds with the position of the tear on the diameter 
chosen, the spot is marked with Indian ink. One 
can then mark the opposite limbus as well, or this 
can be done with a silk guiding suture at the time of 
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the operation. Having marked these two spots, the 
distance from the limbus is marked at the operation. 

The operation, —^Pantocaine, J per cent, (this is the 
least likely of all local anaesthetics to injure the cornea), 
is instilled several times; a sub-conjunctival or sub-tenon 
injection is then given of novocaine, 2 per cent., and 
adrenaline; after waiting ten minutes, the conjunctiva 
is incised about 14 mm. from the limbus, the sclerotic 
laid bare and all haemorrhage stopped; sutures are 
placed in the conjunctiva and the mark of the tear 
made on the sclerotic. A small incision is made with a 
Graefe and a white-hot Paquelin cautery is plunged 
through the sclerotic, choroid, and retina into the 
vitreous, to a depth of 4*6 mm. The conjimctiva is 
immediately closed and the two eyes bandaged, after 
instilling guttae atropinae, 1 per cent., and guttae argyrol, 
25 per cent. The patient is put back to bed with the 
head resting in such a way that the vitreous presses 
on the position of the tear. On the fourth day, the eye 
is dressed, atropine 1 per cent., being instilled. Then 
the eye is dressed every day or every other day. On 
the seventh day, a detailed examination is made, and 
if the retina is back, the patient is allowed to get up 
on the fourteenth day. This procedure gave many 
wonderful results, especially in the hands of Gonin, but 
many accidents occurred, no doubt due to not using 
proper cauteries, or the wrong heat. Further, the 
marking out of the tear is tedious. Haemorrhages 
occur and traction folds from the scars made by the 
cautery. It is practically impossible to make more 
than one puncture, except by using a fine galvano- 
cautery, suggested by Sourdille, which enables three 
punctures to be made before the globe becomes soft. 
For this reason many new operations have been tried, 
especially with a view to causing retino-choroidal 
adhesions. 

Lindner-Ouist operation .—This operation is carried out by means 
of caustic potash sticks. Many trephine holes, 1 • 75 mm. in diameter, 
are made round the localized tear; the choroid is exposed and each 
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spot touched with the oaustio stick; any excess is neutralized with 
s^um chloride solution. In about one in three of the trephine 
holes, the choroid is gently pierced with a conical probe to let out 
the sub-retinal fluid. The conjunctiva is then sewn up and the 
subsequent treatment is the same as in Gonin’s operation. This 
method causes little areas of choroiditis which bring about adhesions 
to the retina. Though the method is ingenious and successful, it is 
very lengthy to do; it also weakens the sclerotic and causes inflam¬ 
matory complications. Bubbrecht, of Bruges, used jequiritol to 
cause an adhesive choroiditis, and the laborious work of Sourdille 
should also be mentioned; he caused adhesive retino-choroiditis by 
using mercuric cyanide, which percolated through pimctures, made 
in the sclerotic, and which passed through the choroid retina into 
the vitreous. Lately, two new methods have been evolved by 
Lindner, of Vienna, especially for holes in the region of the macula 
and also for eyes which, due to previous operation, cannot be helped 
by any of the methods already described. He makes trephinings in 
the sclerotic, tunnels between the choroid and sclerotic and reaches 
the region of the hole; he then injects an infinitesimal quantity 
(0*01 c.cm., 6 per cent.) of potassium hydroxide with a specif 
cannula. He calls this his sub-choroidal cauterization undermining 
method. It is amazing that, according to Professor Lindner’s 
paper, practically no harm arises from this method, and some 
wonder^ results are claimed. Hie other method is to lessen the 
spreading of the detached retina by removing oblong strips of the 
sclera; this is done at two sittings. Care has to be taken to get 
the incisions parallel and he does tills by using a compass attached 
to his special knife; the stitches must pass between the inner and 
outer surfaces of the sclera. 

Operation by means of diathermy ,—^With the employment of 
diathermy great advances have been made, as there is no doubt 
that by using a diathermy current less harm is done to the eye than 
with any other method previously described, and complications are 
practically unknown. The principal surgeons whose names are 
associated with this method are Weve, of Utrecht; Larsson, of Oslo; 
Safar, of Vienna; Genet, of Lyons ; Jenson, of Jena; and Coppez, 
of Brussels. The first descriptions of operations by diathermy were 
published by Weve in May, 1930, and his first cases shown at the 
Dutch Ophthalmological Society in June, 1930. At the same time, 
Larsson was working on the same lines and published his results 
somewhat later in a Swedish ophthalmological paper. Both these 
surgeons used a ball electrode for surface coagulation, the fundamen¬ 
tal difierence being that Weve followed the teach^g of Gonin in 
marking out the tears most carefully, whereas Larsson’s treatment 
ignored the tear and aimed at causing retinal choroidal adhesions, 
irrespective of the position of the tear. Later on, he said it would 
be beneficial to copulate the surface in the neighbourhood of the 
tear if one were present. Weve, in a later paper, described his 
method of using a diathermic needle; at first he dlid not keep to the 
short needle, but latterly he has used shorter needles and aimed at 
the same re^ts as SaE^, of Vienna, who, by using short needles, 
did not cause any injury to the retina. Weve also employs a 
diagnostic puncture, using needles of different lengths, dependixig 
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on the depth of the detachment. After the puncture is made, he 
examinee the case with great care by the indirect method of 
<^hthalmosoopy. He combines widely the surface and micro- 
punotore methods, whereas Safar and the Vieimese school use only 
the multiple micro-puncture method. 

As the surface coagulation and multiple puncture 
methods are those which are the most extensively used, 
I propose to describe them more in detail, especially 
the micro-puncture method of Safar, which has been 
used exclusively at the Western Ophthalmic Hospital 
in the past year. 

The surface coagulation method of Weve and Larsson .— 
The sclera is laid bare and cleared as much as possible 
of all connective tissue ; bleeding spots and oozing are 
stopped by using little swabs of stryphnon gauze or 
coagulating the bleeding point with a heated (but not 
red hot) probe. The sclerotic is kept dry, except when 
an extensive cauterization is done; then saline is 
dropped on the site to stop charring. At Moorfields, it 
has been found beneficial to keep the scleral surface 
moist the whole time. Weve uses a ball of some 
millimetres in diameter, using a current of 150 m.a. 
He holds the ball against the sclerotic until there is 
slight discolouration and slight drawing up of the 
superficial fibres of the sclerotic. This takes 1 to 2 
seconds; if a baU-point electrode is used, 0-65 mm. 
in circumference, it has to be held in contact for 5 to 8 
seconds. When the surface coagulation is finished, the 
fluid in the sub-retinal space is let out in various ways— 
by micro-punctures, with a fine diathermy needle or a 
large one if there is a large quantity of fluid, by a 
trephining of the sclera and perforation of the choroid 
with a fine-pointed probe or by igni-puncture, very 
gently and carefully burning a small opening through 
the sclerotic and choroid till the sub-retinal fluid 
appears. 

On ftTaiTiiuiTi g the fundus after these applications, a 
white, cloudy appearance is seen at the site of the 
coagulations. This persists for 14 days or more and 
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then gradually clears up, leaving discreet areas of fine 
pigmentation in the choroidal layer. This appearance 
is graphically shown in an admirable article by Mr. 
Shapland in the Transactions of the Ophtkalmologiodl 
Society, 1933. 

The rnicro-pu'Miure operation of Weve and Safar .— 
The following description is based on the technique 
which is used at the Western Ophthalmic Hospital. 
When the diagnosis of detachment of the retina is 
made, a very careful history is taken, as described 
in the details of Gonin’s operation. The patient is 
given Lochbrille spectacles to wear. These spectacles 



Fio. 3.—typical scar after a successful Gonin operation; the scar is 3-4 mm. 
in breadth and completely destroys the structure of the retina from fibrosis. 

designed by Lindner have side pieces and a central 
opening 5 mm. in diameter in the middle of an opaque 
piece of black celluloid; they tend to prevent 
extension of the detachment when the patient cannot 
be admitted at once. On admission a detailed drawing 
of the patient’s fimdus is made, with details of the 
tear and any special appearance in the fundus. Special 
coloured cards have been designed by Messrs. Keeler, 
of Wigmore Street. When the drawing has been 
made, the various tears are drawn on a muscle chart 
which greatly facilitates the accurate cunning out of 
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the operation. Marks are made on the chart to show 
the position of the ora. The exact extent of the field 
where the punctures are to be made is marked, as is 
also the depth of the detachment; this helps as regards 
the length of the needles used. 

On the day of the operation, half an hour before it, 
an ampoule (2 c.cm.) of cibalgin is given; this quietens 
the patient in a very marked way, without any un¬ 
toward effects, such as may follow morphine or its 
derivatives. At the same time, a suppository of 
nautisan is given; this acts an hour later on the vomit¬ 
ing centre and stops refiex vomiting. The conjimctiva 
is anaesthetized by pantocaine, I per cent., which 
causes very little, if any, corneal softening; a contact 
glass can be used, but in many cases this is not neces¬ 
sary, as in addition to the pantocaine, saline can be 
dropped on the cornea during the operation. A 
traction stitch is put deeply in the sclerotic opposite 
the main point of operation. If a marking guide is 
used, this passes through the guiding suture. The 
conjimctiva is now picked up; sub-conjunctival and 
sub-tenonal injections arc given, 2 c.cm. of novocaine, 
2 per cent., and adrenaline (one drop to each c.cm.), 
special care being taken to inject the solution along 
the muscles. After 10 minutes the operation is begun. 
A generous incision is made about 8 mm.-14 mm. from 
the limbus, through the conjunctiva and capsule of 
tenon. The sclera is laid bare where the punctures are 
to be made; the muscles are defined. The ora is then 
marked out by three or four spots, according to the 
case; if a small tear is present, this is marked out by a 
guiding suture, as in Gonin’s technique. If no tear is 
present, a barrage is made, either with a 1| mm. Weve 
needle or a Weve’s ball electrode, 14-15 mm. from the 
limbus. A fine stippling is done in some cases with a 
1 mm. Weve nee(Ue. The current used for a single 
needle is 30-60 m.a., for the ball electrode, 100-150 m.a. 
The fundus is then examined to see the result of the 
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cauterization and more is done if necessary. 

The conjunctiva is then sutured and a drop of 
argyrol 25 per cent., and atropine sulphate 1 per cent., 
is instilled. Both eyes are bandaged and a shield 
placed over the operated eye. The patient is taken 
back to bed and the head so placed that the vitreous 
presses against the situation of the tear. The eye is 
dressed on the fourth day; a short examination of the 



Fig. 4.~-The result of a successful micro-puncture operation; the areas of 
choroiditis are deep to the retina^ which is not damaged. In many oases^ 
retinal vessels are seen passing over the areas of coagulation. The white spot 
above and to the left was made at a previous operation with carbolic; this 
scar involves the retina. 

field of vision is made. The eye is dressed daily and a 
careful examination made on the seventh or eighth 
day. Lochbrille glasses are used on the fourteenth 
day and the patient gets up on the twenty-first day. 
If a second operation is needed, it is not generally done 
for a month, though it can be performed after 14 days. 
If the first operation has not been successful, it is 
important to sketch the tears and position of scars 
before the retina becomes detached again. In some 
cases, great improvement takes place, even though Ihe 
operation was not a complete success at the time the 
patient left the hospital. 

Apparatus and instruments needed for the operation described 
can be obtained fixim Messrs. Weiss, of Oxford Street, London, W.l. 
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GLAUCOMA 

By H. B. STALLARD, M.A., M.D., F.R.C.S. 

Aaeiatant Surgeon, Royal London Ophihalmic Hospital (Moorfields); 
Chief Assistant, Ophthalmic Department, St. BarOiolomew's Hospital. 

G laucoma U the term applied to a complex 
group of ocular conditions the distinctive feature 
of which is a rise of intra-ocular pressure. For clinical 
convenience glaucoma is classified as primary and 
secondary, and either of these groups may culminate 
in acute congestive manifestations or progress in an 
insidious chronic state from the initial symptoms and 
signs to the final stages of absolute blindness and 
pain. An intermediate stage between the acute and 
chronic states is described by some authors as “ sub¬ 
acute,” but as such is within the fluctuating bounds 
of this disease it seems to me that this does not merit 
a separate label of classification. 

PATHOLOGY 

In a limited space it is impossible to touch upon the 
fringe of the complex etiological problems of glaucoma 
other than briefly. A mass of experimental and 
clinical work has been done in attempts to elucidate 
the cause of primary glaucoma, and although many 
valuable contributions to this subject have been made 
the truth still evades us. Elliot described the filtration 
angle as the “ cockpit ” of glaucoma and the cupped 
optic disc as its “ graveyard.” An appreciation of the 
structure and function of the tissues in the vicinity of 
the filtration angle is essential to an understanding 
of many of the featmes of glaucoma. The balance 
between the production and drainage of the intra¬ 
ocular fluid, the part played by the intra-ocular bipod 
pressure and blood volume, the distensibility and 
compressibility of the ocular tunics, the physical 
states of the vitreous and lens, the hydrodynamics of 
moving intra-ocular fluids, the effects upon the ocular 
contents of certain abnormal chemical constituents in 
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the blood, toxins, hormones and the interaction of the 
sympathetic nervous system are among some of the 
important problems concerned in the solution of the 
cause of glaucoma. Controversy persists about the 
manner in which the intra-ocular fluid is formed and 
drained from the eye. Probably it is produced by a 
process of flltration through the capillaries of the 
ciliary body and secretion through the ciliary epithe¬ 
lium; the fluid destined for the anterior chamber is 
believed to be formed from the pars plicata of the 
ciliary body and that which passes into the vitreous 
from the pars plana. The fluid circulates forwards 
behind the iris, through the pupil and into the anterior 
chamber and also some passes posteriorly into the 
vitreous. Drainage is probably effected in the filtration 
angle by a combination of suction by the backward 
and inward displacement of the scleral spur on con¬ 
traction of the longitudinal and circular fibres of the 
ciliary muscle and by the osmotic pressure exerted in 
the canal of Schlemm, which is in intimate commimica- 
tion with a deep scleral plexus of veins. Relaxation 
of the ciliary muscle allows the scleral spur to move 
forwards and outwards again and the ligamentum 
pectinatum by its elastic recoil to become approximated 
to the filtration angle. It is probable that some 
drainage takes place along the peri-vascular lymphatic 
sheaths of the central retinal vessels at the optic disc. 
Aqueous fluid entering the open anterior crypts of the 
iris is drained along the peri-vascular l3anphatics of the 
iris stroma. 

The essential cause of an increase of intra-ocular 
pressure is obstruction to drainage at the filtration 
angle. In acute congestive glaucoma this is effected by 
oedema and turgidity of the ciliary body and engorge¬ 
ment of the iris, in chronic glaucoma by the swell^g 
of the vitreous or the lens pressing forward the iris 
root, and ultimately causing this to adhere to the 
posterior surface of the periphery of the ^cornea. The 
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production of a vascular crisis leading to engorgement 
of the capillaries of the uveal tract will initiate a rise 
of intra-ocular pressure. Such a state of affairs has 
been produced experimentally by Duke-Elder, who, 
by raising the intra-ocular pressure above that in the 
ophthalmic artery for a variable duration, found that 
within 30 seconds of releasing the pressure there was 
vaso-dilatation of the iris vessels, increased permeability 
of the capillaries and a histamine-like substance in 
the S/queous. By stroking the iris with an intra-ocular 
cannula similar events accompanied by a rise of intra¬ 
ocular tension were observed. Duke-Elder explains 
the acute vascular crisis, increased permeability of the 
intra-ocular vessels and destructive rise of intra-ocular 
pressure as due to the liberation of histamine and the 
dissemination of its influence over the uveal tract by a 
system of axon reflexes. The instillation of histamine 
into the conjunctival sac of a cat will cause a rise of 
intra-ocular pressiue and a vaso-toxic substance has 
been obtained from the aqueous in acute glaucoma and 
is probably related to histamine. Some cases of glau¬ 
coma are comparable to an oedema of the uveal tract. 
Maynard reported 20 cases of glaucoma in epidemic 
dropsy in Calcutta. 

Anatomical factors disposing to glaucoma are a 
small globe, rigidity increasing with age, prolongation 
of the ciliary processes allowing the lens to move 
forward, increase in size of the lens which continues 
to grow after the rest of the eye has ceased to enlarge, 
and sclerosis of the ligamentum pectinatum. Here¬ 
ditary and familial predisposition plays a part in 
some cases. Infantile glaucoma (buphthalmos) is due 
to defective development of the filtration angle and 
its structures. There is a faulty Hne of iris cleavage 
and the canal of Schlemm may be absent. 

These are by no means all the facts implicated in the 
etiology of glaucoma. In the early stages of the 
disease it is impossible to detect any histological 
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changes by any methods at our disposal to date. The 
material available for examination is mainly eyes 
badly damaged by long-standing disease. In the 
earlier stages the iris root is applied to the posterior 
aspect of the periphery of the cornea, but can be 
separated from it. Aqueous is absorbed through the 
iris crypts and from the stroma passes through the 
ligamentum pectinatum into the canal of Schlemm. 
Later adhesions occur, but drainage is still effected 
along the iris stroma. Finally, the iris becomes 
adherent, atrophic, bunched up with a semi-dilated 
pupil and no absorption takes place through the 
crypts. Ectropion uveae and the formation of new 
vessels on the anterior surface of the iris follow. Atro¬ 
phic changes also occur in the ciliary body, the ciliary 
processes becoming drawn out and hyaline deposits 
occurring in the sub-epithelial connective tissue. The 
choroid is flattened and atrophic and there is peri¬ 
vascular lymphocytic infiltration around the venae 
vorricosae and proliferation of the living endothelium. 
Degenerative changes occur in the nerve fibre and 
ganglion cell layers of the retina, and the lamina 
cribrosa becomes displaced backwards, producing cup¬ 
ping of the optic disc. Through lack of adequate 
nutrition the lens becomes opaque and finally the eye 
is blmd and painful. 

Secondary glaucoma is an event in a number of 
intra-ocular diseases. Some of the more important of 
these are inflammation of the anterior part of the uveal 
tract, traumatic cataract, dislocation of the lens, intra¬ 
ocular haemorrhages and neoplasms, certain post- 
traumatic and post-operative states, in fact, any 
pathological condition which impedes the drainage of 
the intra-ocular fluid from the filtration angle by 
mechanically blocking it. 

C3LINICAL rBATTTBES AND DIAGNOSIS 

Symptoms .—^The necessity for the earjy recognition 
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of glaucoma is paramount, and like other surgical 
emergencies, it should be ever in the forefront of the 
practitioner’s mind. Tragedy and disaster follow in 
the wake of a missed diagnosis. The greatest care and 
patience must be expended in eliciting the history, and 
often this is indefinite and vague. Any person in the 
fifth, sixth and seventh decades of life complaining of 
neuralgic pain in the eye or its vicinity requires the 
most conscientious investigation of his s 3 rmptoms and 
physical signs. In a typical case the pain is neuralgic 
in type; it is felt in the afiPected eye, the frontal, tem¬ 
poral and malar regions, and may radiate to the 
vertex; its onset is generally in the early mor nin g after 
rising, passing ofi in a few hours as the patient moves 
about, and returning later in the day towards evening 
when he is fatigued, to be eventually relieved by sleep. 
The severity of the pain varies from a mild headache 
to the agonizing pain which prostrates the victim of an 
acute attack of glaucoma and causes him to vomit, 
become collapsed and have an irregular pulse. During 
an attack of pain the vision is impaired owing to 
comeal oedema, objects appearing “ misty,” “ steamy,” 
or “ foggy.” For the same reason lights are surroimded 
by “ rainbow rings ” or “ haloes.” Occasionally “ blue 
flashes ” are noticed during a rise of intra-ocular 
pressure. The character of some sufferers becomes 
appreciably changed, they show irritability of temper, 
are depressed, introspective and difficult to reason 
with. I have known a man’s temper and disposition 
agreeably reversed after a trephine operation. 

Signs .—^The incidence is slightly higher in women 
than in men, and the former are more liable to an attack 
of acute congestive glaucoma than the latter. Jews, 
Egyptians and certain races of Negroes are more prone 
to this disease than other nations. Glaucoma is 
prevalent in India. In some instances a familial pre¬ 
disposition to glaucoma is of a simple dominant 
character, continuous in descent and transmitted by 

o o 
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both sexes. Bossi, working on anthropological measure¬ 
ments, states that the glaucoma patient corresponds 
nearly to the brachycephalic Alpine race. The disease 
is more prevalent in persons with small comess and 
small globes, such as hypermetropes, but the myope 
is by no means immune. In primary glaucoma the 
anterior chamber is shallow and the periphery of the 
iris is approximated to the posterior aspect of the 
cornea, narrowing and partly occluding the filtration 
angle. In the early stages of the disease the pupil is 
roimd and active and the iris crypts and stroma normal. 
In acute congestive glaucoma the pupil is semi-dilated, 
oval and inactive owing to the compression of ciliary 
nerves by the increased intra-ocular pressure and to the 
vascular engorgement and oedematous condition of the 
iris and ciliary body. In the late stages of chronic 
glaucoma the pars iridica retinae is drawn round the 
pupil on to the anterior siufauje of the iris, forming a 
chocolate-brown ring with an irregular outer border, 
so-caUed ectropion uveae. The iris stroma becomes 
atrophic and fiattened, and new vessels appear on its 
anterior surface. 

When the intra-ocular pressure is raised the cornea 
becomes hazy from oedema of the epithelium and the 
substantia propria. In the higher degrees of pressure 
small vesicles form in the comeal epithelium and may 
rupture. The cornea in an acute attack of glaucoma 
has the appearance of ground glass, is dull and lustre¬ 
less. Associated with this there is marked congestion 
of the conjunctival and ciliary vessels in the vicinity 
of the comeo-scleral junction, the lids are oedematous, 
the globe is tender and feels stony hard on palpation. 
The intra-ocular pressure can be estimated clinically 
in two ways : (1) by digital examination with the fore¬ 
fingers placed on the upper lid over the globe, when the 
eye is closed, and used in the manner of palpating for 
fluctuation, and (2) the employment of the Schidtz 
tmiometer. The former is of value qily as a rough 
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estimate of the grosser changes in intra-ocular pressure, 
for even with considerable experience it is difficult to 
detect by this method small but never¬ 
theless significant rises in intra-ocular 
pressure. The Schiotz tonometer (Fig. 1) 
is by no means an instrument of scientific 
perfection and accmacy, and at the best 
it gives a rough estimation of the com¬ 
pressibility of the globe, but it is useful 
for the pmpose of comparison with 
readings taken at intervals and it affords 
a more exact standard than digital 
examination. A few drops of holocaine, 
1 per cent., in the presence of a httle 
weak acetic acid, are instilled into 
the affected eye. The lids are retracted 
and held over the upper and lower 
^ScW6tJ*'° orbital margins by the operator’s fore- 
tonometer. finger and thumb in such a manner as not 
to cause any pressure on the globe. The patient is 
directed to look straight up to the ceiling and not to 
squeeze or move his eye. The tonometer is gently 
applied to the cornea and readings recorded with 
several weights applied to the piston. Owing to daily 
variations in the intra-ocular pressme in glaucoma it 
is well in a suspected case to record readings between 
9 and 10 a.m. and 6 and 7 p.m. or at such other times 
as may appear necessary from the facts of the case. 
The condition of the intra-ocular pressure is the 
clinical feature of primary importance, and chiefly 
on this rests the conduct of the case. It is the earliest 
sign in glaucoma, appearing before any other change. 
During sleep it rises, culminating in the early morning 
and lessening with muscular exercise during the day. 
Troncosco’s gonioscope is an instrument which used with 
a contact glass over the cornea and sclera enables the 
surgeon to examine the state of the filtration angle 
magnified by 32 diameters, and on the findings to 

o o 2 






580 


THE PRACTITIONER 


determme the mode of treatment to be tried. 

In the prodromal stages of glaucoma there is a delay 
in the development of dark adaptation, a dulling of the 
sensitivity to dim Ught and a slowly rising light mini- 
mum sense. Special apparatus is necessary to record 
this alteration in the light sense and is outside the scope 
of routine clinical application. Later events show 
changes in the field of vision, such as crescentic enlarge¬ 
ment of the blind spot, defects in the nasal part of the 
field, paracentral scotomas, generalized contraction 
of the peripheral field of vision and, finally, loss of 
central vision and blindness. Cupping of the optic 
disc has already been referred to as the “ graveyard ” 
of glaucoma (EUiot). To wait for it to appear as a 
physical sign is analogous to waiting for the autopsy. 
The pallor of the optic nerve head, which so often accom¬ 
panies this sign, is a testimony to the death of nerve 
fibres and is an unfavourable prognostic sign. 

The diagnosis of secondary glaucoma demands a wide 
knowledge of ophthalmology and the pathological 
states that may produce a rise of intra-ocular pressure. 
The employment of the slit-lamp and comeal micro¬ 
scope in the diagnosis of early cases has often revealed 
changes which suggest that the glaucoma is secondary 
in nature and not primary, as was at first suspected 
by other clinical methods of examination. 

In secondary glaucoma the anterior chamber is 
sometimes deeper than normal owing to the accumula¬ 
tion of aqueous rich in colloids that cannot drain by 
osmosis through the normal channels of exit from the 
eye. Blood, pus and soft lens matter in the anterior 
chamber may suffer a similar fate. Iritis, cyclitis, 
cataract, dislocated lens, vitreous and choroidal haemor¬ 
rhages, intra-ocular neoplasms, central vein throm¬ 
bosis and diabetes under insulin treatment are among 
some of the more important pathological conditions 
tp be searched for. 

A careful differentiation of primary and secondary 
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glaucoma is essential in deciding upon the treatment 
of a case, particularly is this so in iritis in which the 
pupillary margin becomes adherent to the lens capsule, 
rendering the pupil irregular in outline and obstructing 
the free passage of aqueous from the posterior to the 
anterior chamber. In early cases of iritis the sht-lamp 
will reveal some inflammatory cells in the anterior 
chamber, punctate precipitates of leucocytes on the 
posterior surface of the cornea (“k.p.”), oedema and 
vascular congestion of the iris stroma. The use of 
atropine in primary glaucoma spells disaster and the 
emplo 3 nnent of eserine in iritis is not helpful. 

TREATMENT 

Aevie glaucoma .—^An acute attack of glaucoma must 
be regarded as a surgical emergency of a very serious 
character requiring prompt measures to reduce the 
intra-ocular pressure. Miosis is aimed at by the 
instillation of eserine drops, 0*5 or 1 per cent., at five- 
minute intervals for half an hour and then half-hourly 
until the intra-ocular pressure approaches the normal 
or operative treatment is imminent. Eserine should 
also be instilled into the other eye twice daily, for it is 
probable that early chronic glaucoma may be present 
and not yet have been detected. The patient is put to 
bed, and morphine may be necessary in many cases on 
account of the severe pain; it may also assist on account 
of its miotic effect. Heat in the form of continual hot 
bathings, an electrically heated eye-pad or the applica¬ 
tion of medical diathermy is of value. The technique 
of the medical diathermy is briefly as follows. The 
small active electrode is circular and is covered with 
several layers of cotton wool wrung out in saline, 
appUed evenly to the closed lids and held in place by 
a rubber head-band, which must be thoroughly dried 
before use. The indifferent electrode, also covered by 
a similar pad, is applied to the forearm. Then the 
current is switched on and the strength in the secondary 



582 


THE PRACTITIONER 


oircuit gradually increased until a comfortable sensation 
of warmth is experienced by the patient; this varies 
between 300 and 600 milliamperes. The duration of 
treatment is five minutes. Before the electrodes are 
disconnected the meter is brought back to zero and 
the main current switched off. Several such applica¬ 
tions of medical diathermy will reduce the intra-ocular 
pressure from about 70 to 40 mm. Hg in many cases. 
Two or three leeches applied to the temporal region on 
the affected side play a time-honoured part in the 
immediate treatment of acute glaucoma. 

The intravenous injection of hypertonic saline solu¬ 
tion has proved to be effective in reducing the intra¬ 
ocular pressure for a number of hoins and thereby 
enabling the surgeon to operate under more favourable 
conditions. 50 c.cm. of 30 per cent, saline can be used 
alone or combined with gum arable to raise the colloid 
content of the blood and to increase its osmotic pressure. 
The injection must be given slowly with the patient in 
the recumbent position. Complications in the nature of 
giddiness, collapse, and a fall of blood pressure have 
occurred when the injection has been made too rapidly. 
This method of treatment is contra-indicated in patients 
suffering from nephritis, a low blood-pressure, and a 
feeble constitution. After the injection intense thirst 
is felt, but it is necessary to limit the intake of water 
by the mouth. The oral or rectal administration of 
salines is imcertain in its effects. 

If after one or two hours the intra-ocular pressure 
is not considerably reduced and the pupil not fuUy 
contracted an iridectomy should be performed as soon 
as possible. A general anaesthetic is often necessary, 
but in some caaes the operation can be performed after 
careful infiltration of Tenon’s capsule with novocaine 
and adrenaline. If the intra-ocular pressiue falls to 
normal and there is satisfactory miosis an iridectomy 
is still indicated as the patient is liable to a recurrence. 
It is a more satisfactory operation after ^ acute attack 
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of congestive glaucoma than trephining or other 
procedures which have as their object the formation 
of a filtering cicatrix. 

Chronic glaucoma .—In the early stages of the disease 
and before there is an enlargement of the blind spot 
or nasal field defect, treatment by the miotics, eserine 
(0*26-6 per cent.) or pilocarpine (0*6 per cent.), 
instilled twice daily, may be given a trial and the 
patient kept under careful supervision. Pilocarpine 
is less irritating than eserine, but probably slightly less 
effective. It is a useful alternative in cases in which 
eserine irritation occurs. Massage of the globe in the 
morning and evening is helpful in promoting the 
drainage of the intra-ocular fiuids, and anything pro¬ 
ductive of cerebral congestion should be avoided. 
Records of the intra-ocular tension and the visual 
fields should be made at frequent intervals, the former 
are better recorded in the morning as soon after rising 
as possible. The patient should be warned of the 
danger signals associated with a rise of intra-ocular 
pressure and of the importance of seeking immediate 
medical attention, also of the bilateral nature of the 
disease. Failure to keep the intra-ocular tension 
within physiological limits by miotics is an indication 
for operative treatment. To wait for visual field loss, 
cupping of the optic discs, and other classical signs of 
the later stages of the disease is to invite disaster. 

There is no entirely satisfactory operation for the 
relief of chronic glaucoma. Many procedures have 
been devised to effect a filtering scar for the drainage of 
the intra-ocular fiuid from the filtration angle through 
the comeo-sclera or the sclera and into the sub-conjunc¬ 
tival tissues, where absorption takes place. Of these, 
Elliot’s comeo-scleral trephine with peripheral iridec¬ 
tomy is the best in the majority of cases. Lagrange’s 
sclerotomy, Herbert’s trap-door sclerotomy, and cyclo¬ 
dialysis are indicated in some instances. Iridectomy 
in chronic glaucoma without attempting to make a 
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filtering scar is unsatisfactory, as the iris in the vicinity 
of its root has already become fiormly adherent to the 
back of the cornea, where it obstructs the filtration 
angle and at operation tears away at the anterior limit 
of this zone of adhesions and so fails to open the 
filtration angle. The types of scar produced in the 
corneo-sclera after trephining are variable as regards 
their size, appearance and efficacy in filtering. Some 
become dense and ineffective after several months and 
the operation has to be repeated if the intra-ocular 
tension rises. Others are thin and ectatic and occasion¬ 
ally suffer late infection. About 50 per cent, remain 
satisfactory for five years. The extended use of the 
gonioscope in practice may afford the ophthalmic 
surgeon additional help in deciding the t 3 rpe of operation 
indicated. After operation it is still necessary for the 
patient to present himself for periodic examination at 
monthly or two-monthly intervals. In the late stages 
of glaucoma the eye becomes blind and painful. Exci¬ 
sion of the globe is necessary in most cases, and, indeed, 
is justified as a few contain an unsuspected sarcoma of 
the uveal tract which, in the later stages of glaucoma, 
has not been recognized on account of opacities in the 
lens and media. If excision is refused, some relief 
from pain may be obtained by injecting 1 c.cm. of 2 per 
cent, novocaine, followed 5 minutes later by 2 c.cm. of 
80 per cent, alcohol far back into the orbit, the puncture 
being made at a site between the lower border of the 
external rectus and the outer border of the inferior 
rectus. 

Seayndary glauconux .—The treatment of secondary 
glaucoma is that of the underlying ocular condition. 
In iridocyclitis atropine, heat, salicylates, and the 
treatment of focal sepsis are important. The presence 
of soft lens matter or blood clot in the anterior chamber 
may necessitate a paracentesis and wash-out of the 
anterior chamber after the intra-ocular pressure has 
been reduced by medical treatment. ^Dislocation of 
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the lens into the anterior chamber associated with 
glaucoma requires extraction. For iris bomb4 irido- 
tomy or iridectomy is necessary. When a malignant 
intra-ocular neoplasm is detected the eye should be 
excised. The treatment of secondary glaucoma often 
presents many difficult problems. The main thera¬ 
peutic principle is to reduce the intra-ocular pressure 
by medical means and to be wary of surgical measures 
in inflammatory cases. If such become necessary, to 
interfere as little as possible in achieving the effect 
aimed at by the operation. 

Infantile glavMcma {buphthalmos).—A condition of 
raised intra-ocular pressure occiu's in infants owing to 
congenital defects in the formation of the filtration 
angle, such as a failure of the line of cleavage between 
the iris root and the periphery of the cornea, absence 
or malformation of the canal of Schlemm, intra-uterine 
infections resulting in anterior uveitis and peripheral 
synechiae occluding the filtration angle. The ocular 
tunics are relatively soft and elastic in infancy and 
become stretched considerably by the raised intra¬ 
ocular pressure. The cornea is larger than normal, has 
a wide base, is prominent, thicker in the centre than at 
the periphery, and may show grey lines on its posterior 
surface from ruptures in Descemet’s membrane. The 
sclera is thin and stretched, and all the dimensions of 
the globe increased. The anterior chamber is deeper 
than normal and the filtration angle occluded by the 
adhesion of the iris root to the periphery of the cornea. 
The canal of Schlemm may be small, narrowed, mal¬ 
formed or absent. The iris is flattened and atrophic. 
The lens is displaced backwards and much flatter than 
normal. The optic disc is cupped, the uveal tract, 
retina and optic nerve show atrophic changes charac¬ 
teristic of glaucoma. This condition is progressive, 
and treatment by miotics is useless. Surgical pro¬ 
cedures, such as trephining, Herbert’s sclerotomy, 
iridectomy, and other manoeuvres are disappointing 
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in their results. Both eyes are often affected, but 
sometimes one only. 


OONOLtrSION 

The onset of glaucoma is in most oases insidious and 
must be searched for carefully in any person over 
40 years of age complaining of neuralgic headaches. 
Sometimes the symptoms are very slight and appear 
negligible to the patient. Failure to recognize it and 
to establish early treatment leads to disastrous con< 
sequences. The most important sign before all others 
is the raised intra-ocular pressure, which is detected 
only by careful observations made on a patient sus¬ 
pected of glaucoma in the morning and evening, or at 
such times as symptoms are experienced. The disease 
is generally bilateral, and it is imperative to keep the 
patient under observation for the remainder of his life. 
The results of surgical treatment are on the whole 
satisfactory in 60-70 per cent, of cases, although the 
prognosis will depend much upon the stage at which 
the disease is effectively treated and other factors 
peculiar to the individual case. Much patience, tact 
and fortitude are needed by the medical practitioner 
in piloting the patient through all the changing phases 
of his mental reactions to the disease, be ginning with 
his initial amused indifference to the situation and 
ending in some instances with his pathetic terror as 
realities begin to oast their dark shadows over him. 
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SOME MINOR CARDIAC 
AFFECTIONS 

By R. O. MOON, D.M., r.R.C.P. 

ConavUing Physician, Hospital for Diseases of the Heart, and Royal 

Waterloo Hospital. 

I E there existed some machine for estimating pleasure 
and pain it might well appear that over a long 
period there is a greater amoimt of actual pain and 
discomfort caused by minor disorders than by gross 
organic lesions. One reason for this may be that the 
pain and discomfort arising from some minor disorder 
so often attack a patient, who is in generally good 
health and is therefore more susceptible to any 
dysphoric sensations, than is one in whom the wheels 
of being are already running low. In the case of 
cardiac affections there is this additional disadvantage 
that any S 3 ntnptom directing attention to the heart 
can hardly fail to cause some apprehension, though 
often the morbid sensation in the cardiac area may 
have nothing to do with the heart. 

Though the real origin of many of the minor apparent 
disorders of the heart may be in the nervous or digestive 
system, yet their subjective manifestations are to be 
found in the circulatory system; they are expressions 
in the region of the heart of a disorder which may 
be essentially in the nervous or digestive system. 
Consciousness on the part of the patient of the action 
of the heart is the salient feature of functional cardiac 
disorders. These are the patients who feel convinced 
that there must be something seriously amiss with 
their heart when palpitation, pains in the cardiac area, 
or, it may be, extra-systoles force themselves updn 
their attention. On the other hand, some patients 
have not the slightest suspicion that there is anything 
amiss with the heart, when some of these phenomena 
occur; the presence of cardiac disease may only be 
discovered on an examination prior to an operation. 
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to childbirth or for insurance. 

In all matters connected with heart disease the 
most important point is to estimate the capacity of 
the heart to do its work, but in addition to its powOT 
of doing its work, it is also desirable to know what 
the heart can do without giving rise to discomfort or 
inconvenience. Cardiac neuroses are essentially states 
of the nervous system reacting upon the heart and 
its functions; such a neurosis may be defined as a 
disturbance in the nervous mechanism of the heart 
caused in various ways without any inherent structural 
change in the heart muscle; the underlying etiology 
is in every case psychic or emotional, to which some 
extrinsic factor, such as tobacco smoking, excess of 
coffee drinking, or severe gastro-intestinal disturbance 
may be added. It is the invisible, intangible, and 
impalpable reaction of the mind, effecting disturbances 
of cardiac physiology by changes which perhaps may 
be chemical in character. 

Palpitation .—^This is a very frequent complaint, and 
does not necessarily indicate any organic disease of 
the heart or of any other part of the body; but 
it is certainly a morbid symptom and often a very 
trying one; for in health we are unconscious of the 
action of the heart, as indeed of the other great organs 
of the body. As a rule the patient is conscious of a 
rapid, forcible heart beat; the rate may vary between 
70 and 140, but palpitation is not necessarily associated 
with tachycardia; most patients complain of the 
variability of their heart rate, but it is the consciousness 
of the heart beat which is important, not the actual 
rate. The most common causes are :—(1) Dyspepsia, 
more particularly fiatulence; (2) tobacco, which may 
give rise to palpitation not only in the case of those 
who smoke, but in those who manufacture tobacco; 
(3) tea and coffee in excess; (4) keen emotions, 
particularly fright and anger; (6) neurasthenia; 
(6) states of ansemia, which lower the blood pressure, 
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accelerate the beat of the heart and so give rise to 
palpitations. As a rule the palpitation is gradual in 
onset and passes off* gradually; there may be flushing 
of the face, a sensation of throbbing in the head and 
giddiness. 

There is much variation in the sensations of palpita¬ 
tion : Sometimes it seems as if the heart would almost 
burst the chest wall; at others as though it were 
stopping dead; or again, it is described by patients 
as feeling like a bird fluttering against the chest wall, 
or the beats are described as being hard and ham¬ 
mering, accompanied by faintness or a gripping 
sensation at the throat. The face may be pale and 
covered with sweat, the extremities become cold and 
syncope may supervene. On the other hand, when the 
palpitation is followed by cardiac erethism, the face 
becomes red, there is buzzing in the ears, giddiness 
and cephalalgia, or there may be a sensation as of a 
ramrod being driven into the head. There may be 
a sensation of oppression, a tightness at the throat 
and sometimes a feeling of indefinable anguish—^the 
herz-angst of the Germans, which has points of 
resemblance with some forms of angina. 

Extra-systoles .—^Another minor disturbance of the 
heart is extra-systoles or premature beats, which 
formerly gave rise to the name of the intermittent 
heart, and often somewhat serious symptoms were 
attributed to it. It is now known that their importance 
is slight and that they may be associated with a 
perfectly normal heart, in fact few people pass from 
childhood to old age without occasionally having an 
extra-systole. They are rare in the first decade of life, 
but are quite frequent in later middle age and in my 
experience occur more often in men than in women. 
In perhaps half the cases the patient is entirely 
unconscious of these premature beats; in the other 
half he may have a sensation of fluttering in the chest, 
or he may be conscious of the long pause and complain 
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that “ the heart stops.” Extra-systoles are essentdally 
due to abnormal stimuli arising in various parts of 
the heart muscle; it may be in the auricles or ventricles 
or in the auriculo-ventricular bundle. Of all cardiac 
abnormalities, this is the most common; it occmrs 
more often in elderly people than in childhood. 
Ventricular extra-systoles are far more frequent than 
auricular in the proportion of ten to one; they are, 
however, less important clinically, for auricular extra¬ 
systoles are more often found associated with some 
disease of the heart, particularly mitral stenosis. 

When the patient is conscious of the extra-systole 
he feels it as a more or less impleasant sensation due 
not so much to the abnormal beat itself as to the 
pause which follows it, or to the vigorous thump of 
the first beat after the pause, or there may be a feeling 
of soreness or a bruised sensation over the cardiac 
region. The occurrence of many prematiue beats 
may at first cause much discomfort, but gradually 
they tend to lose their disturbing character, so that 
finally they are scarcely or not at all noticed. At times, 
however, they may be a source of much distress or 
apprehension as to the condition of the heart, and a well 
grown man described them to me as “ awful sensa¬ 
tions.” As to prqgnosis, the most important thing to 
realize is that, considered by themselves, there is no 
evidence for supposing that they are indicative of a 
diseased heart or that they add to the gravity of any 
existing morbid condition. Sometimes they are 
traceable to tobacco or some drug such as digitalis, 
the omission of which will get rid of the arrhythmia; 
apart from this the complete re-assTU*ance of the 
patient as to their unimportance will generally be 
snfiScient treatment. 

Paroxysmal tachycardia. — Another important ar¬ 
rhythmia is paroxysmal tachycardia, which perhaps 
may not strictly be classed as a minor cardiac dis¬ 
order, because it may sometimes lead to death, though 
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in my experience this is a rare occurrence and when 
unassociated with structural disease of the heart it is 
compatible with fair health up to an advanced age. 
In some ways it might be regarded as analogous to 
epilepsy owing to its sudden appearance and equally 
sudden disappearance, the patient rapidly regaining 
his previous state of health. Like the extra-systole, 
paroxysmal tachycardia is due to the starting of an 
abnormal rhythm within the heart, some portion of 
the myocardium being more excitable than the region 
of the pace-maker. The pulse rate may reach anything 
from 160 to 300, but differs from an ordinary tachy¬ 
cardia in that the rate is uniform and is unaffected 
by respiration, posture or any form of physical exertion. 
One of the most striking things about paroxysmal 
tachycardia is that the patient, though somewhat 
uncomfortable, is not nearly so much distressed as one 
might have a priori anticipated. The first attack 
may, doubtless, seem somewhat alarming, but later 
on the patient becomes accustomed to them. He may 
complain of a fluttering sensation at the chest which, 
however, is not like that of palpitation. The sudden 
termination of the attack a patient will sometimes 
describe as feeling that the heart has jerked itself 
back into the right place. Some attacks are so brief 
that the patient never consults a doctor. On the 
other hand, some attacks may last for a week or 
more, leading to dilatation of the heart and finally 
to cardiac failure; but such cases are quite exceptional; 
in the vast majority the tachycardia lasts for a 
comparatively short time—^a half to 24 hours—^after 
which the patient seems as well as ever. Of course 
I am only considering cs/ses which have no gross cardiSc 
lesion. Though it may appear at any age, it is most 
likely to appear first in middle life. On the whole it 
is rather more frequent in men than in women. 

Apart from gastro-intestmal disorders or some special 
over-exertion, it is difficult to find any definite cause 
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for these attacks. The outlook is generally favourable, 
except when the tachycardia is very much prolonged 
and leads to dilatation of the heart, but these are 
quite unusual. There is not any certain means of 
averting the recurrence of paroxysmal tachycardia. 
Perhaps the most useful drug is quinidine in small 
doses, i.e. gr. v. once a day; sometimes parathyroid 
gr. t’o t.d.s. has been found useful. During the 
paroxysm the patient should remain quiet, either 
seated or recumbent; sometimes leaning forward in 
a chair with the head low, or lying with the head lower 
than the rest of the body is helpful. A patient of 
mine could stop her attacks at the outset by bending 
forward. Pressure on the right vagus is worth trying 
for 10 to 20 seconds. As regards drugs for the imme¬ 
diate treatment of the paroxysms, the fact that it so 
often stops spontaneously of a sudden makes it 
difificidt to draw any conclusion as to their value. 

Fainting .—^This is a 83 ^ 1 ) ptom which not unnaturally 
at once directs attention to the heart and may be 
a source of some anxiety both for the patient and the 
friends. In organic disease of the heart fainting is 
certainly not of frequent occurrence. In cardiac 
syncope the most obvious feature is the loss of con¬ 
sciousness. Probably this may be due to a sudden 
duninution of the intracranial pressure, which affects 
the state of the nerve elements in the brain. It has 
been thought that the discontinuity at the terminations 
of the dendrites enables them to vary their distance 
from the exciting centres and so it may disconnect 
from all lower centres those that subserve conscious¬ 
ness.^ This loss of consciousness is also the most 
striking feature of petit mal and it may well be that 
the pathological condition underlying each is the same. 
The diagnosis is not always easy, so-caUed “ faints ” 
which are really epileptic have often been regarded as 
cardiac; the converse error, however, is rare. 

With reasonable care there should not be much 
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difficulty in the diagnosis. Trae cardiac syncope does 
not cause an absolutely sudden loss of consciousness. 
It is rarely so sudden that the patient falls to the ground 
and hurts himself; nearly always the onset is suffi¬ 
ciently slow for the patient to be able to lie down. 
Then, too, consciousness after fainting returns gradually 
with feelings of physical weakness and prostration, 
but with a correct perception of the environment, 
while, of course, there is no involuntary micturition, 
though there may be sweating. In petit mal, on the 
contrary, the return to the normal mental state is 
often rapid, but with complete oblivion of all that 
immediately preceded and followed the seizure. In 
the fainting attack there is usually an initial pallor 
of the face, which never occurs in petit mal, which 
may be preceded by a transient sleepiness, but there 
is no change in the colour of the face. 

It was pointed out by Gowers that the nerve 
elements of the brain which imderlie unconsciousness 
may acquire a special tendency to that spontaneous 
development which constitutes minor epilepsy, so 
that repeated attacks of syncope may dispose to petit 
mal; thus attacks which were originally syncopal 
may become epileptic. In view of such possibilities 
and also because a tendency to faint often depends 
on general debility, it is well for such patients to 
avoid all strain of mind and body and particularly 
ph 3 rsical exertion in hot surroimdings; exercise in 
the open air should be a regular part of the life of such 
people and sometimes iron tonics will be advisable. 

Pain .—^The origin of pain is as baffling as that of 
evil, but whereas ignorance of the latter gives rise to 
intellectual and mental discomfort among those in 
the habit of reflecting upon the problems of the uni¬ 
verse, the origin of pain forces itself rather crudely 
and obviously on the attention of evray one whether 
or not they are in the habit of reflecting, and demands 
from the doctor immediate relief. Some pains are 
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made worse by thinking about them and others are 
unpleasant mainly because they give rise to appre* 
hension, and it is this apprehension which the prac> 
titioner can often remove, particularly in cardiac 
affections. Pain, apart from angina pectoris, is by 
no means common in organic disease of the heart, 
but pain over the region of the heart is common 
enough. When closely analysed the pain complained 
of is not really severe: rather it is in the nature of 
discomfort about the chest without any very distinct 
localization or special characteristics, but it causes the 
patient trouble and anxiety out of all proportion to its 
intrinsic severity. 

The most common site for cardiac pain is the region 
of the apex and next to that the third left interspace; 
the pain is usually dull and aching and without any 
special relation to exertion or meals; sometimes there 
is only a vague sense of uneasiness. The importance 
of all this lies in the apprehension which it causes the 
patient to feel, as anything in the cardiac region is 
apt to spell for him serious disease of the heart. These 
patients often have a strange aversion from certain 
postures, such as lying on the left side, which does 
not inconvenience patients with any serious form of 
heart disease. With or without pain there is often 
precordial sensitiveness to touch, so much so, that 
patients may sometimes try to avoid the ordinary 
contact of clothing with the heart, especially in the 
region of the apex. 

The most characteristic feature of true cardiac pain 
is that it is brought on by physical exertion, though 
the pain may not supervene till some time after the 
exertion which induced it. Pain associated with a 
functional disorder of the heart is spontaneous, inde¬ 
pendent of exercise or any other obviously exciting 
cause, but may frequently be traced back to some 
emotional disturbance, set up by domestic, marital, 
or financial worry. This pain may sometimes be 
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severe and superficially suggest the pain of angina 
pectoris, but there is not the sensation of impending 
death and the radiation of the pain is centripetal 
rather than centrifugal. It usually occurs in women 
and at an age earlier than that of true angina; also 
it may be relieved by movement. The pain is not so 
fixed as in angina, but more diffuse, and the sensation 
experienced by the patient is that of fullness, tension, 
or a weight on the stomach; the heart feels too big, 
but the sensation of its being grasped in a vice is 
entirely exceptional. 

Cardiac pain, though often induced by disturbance 
within the abdomen, is not necessarily due to a 
structural lesion of any organ within that cavity. The 
abdommal conditions which give rise to cardiac 
symptoms do not as a rule represent grave disease. 
As an explanation of this it has been suggested that 
serious diseases of the abdomen depress the reflex 
centres, whereas the milder affections are associated 
with an exaltation of these centres. 

Condmion .—In all these minor disorders of the 
heart, though the prognosis is quite favourable, the 
patients, unless judiciously handled, may easily drift 
into a condition of chronic invalidism or become 
obsessed with the idea that their heart is seriously 
diseased. As regards treatment, in many cases re¬ 
assurance as to the comparative unimportance of the 
symptoms may prove sufficient; when it does not, the 
importance of regular hours, regular meals, and plenty 
of sleep should be insisted upon. In conditions of 
palpitation and tachycardia, hydrotherapy and gradu¬ 
ated exercises in the open air are generally helpful. 
It is well to remember that it is often more important 
how a thing is said than what is said and how a thing 
is done rather than what is done. 

Reference 

^ Gowers, W. R.: “ The Borderland of Epilepsy,” 1907, p. 4. 
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THE MODERN TREATMENT OF 
CARCINOMA OF THE BREAST 

By D. C. L. FITZWILLIAMS, C.M.G.. M.D.. Ch.M., F.R.C.S. 

Senior Surgeon and Lecturer on Clinical Surgery, St. Mary's Hospital ; 
Surgeon, Mount Vernon Hospital for Cancer Besearch. 

I N a previous article^ I dealt with the modem diag¬ 
nosis of carcinoma of the breast and tried to show 
how our methods had changed in recent years. The 
treatment of carcinoma of the breast has taken an 
even longer step forward and changed even more 
profoundly, so that it now only remotely resembles 
what it was ten or fifteen years ago. Then there was 
one orthodox rule observed by all and that was to wait 
until diagnosis was more or less certain. Indeed, the 
surgeon was rarely consulted until the practitioner 
was sure and then an operation was performed. Some¬ 
times a preliminary incision was made into the breast for 
diagnosis, but not in the majority of cases. The only 
operation performed, was termed “ radical,” though the 
fact that it was not radical was completely ignored. 

Those who were brought up in this school foimd it 
almost impossible to break away and submit a patient 
to a new form of treatment, for whatever the nature 
of this treatment it was hopelessly condemned by the 
older school, and they found themselves liable to be 
tarred by the brush of ostracism which is applied to all 
whose treatment of carcinoma differs in any from the 
orthodox manner. Progress, however, always implies 
change and the trial of new methods. Now several 
new methods are well established. Contrary to the 
usual custom I shall begin the discussion of these 
methods with the inoperable cases and work back to 
the early ones. 1 do this because we have arrived at 
our present procedure from first trying it on inoperable 
cases, so that gradually we have adapted it to the 
operable case. 

Caroinoma of the breast can be di^dded into two 
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classes. In the one the carcinoma is extra-thoracic, 
while in the other it is both extra- and intra-thoracic. 
As we can have no direct influence upon the intra- 
thoracic cancer except feebly by X-rays these cases 
are doomed and hopeless from the first. Patients do 
not die of cancer of the breast; they die of metastases 
in the internal organs. Unfortunately, we never 
know to which class the patient belongs except when the 
disease is so far advanced that metastases must already 
be present in the internal organs. There is therefore 
so much imcertainty about all our procedures that 
our statistics are essentially untrustworthy. 

METASTASES 

Metastases, when they appear, are usually the begin¬ 
ning of the end, more especially when they are widely 
distributed and probably blood-bome. There is, 
however, nothing in surgery more dramatic than the 
action of radium upon metastases. Small ones dis¬ 
appear in a week and the larger ones will take three 
weeks. Radium cannot prevent the appearance of 
fresh metastases if the cells have already been im¬ 
planted in the tissues, for metastases can only be 
treated as they are found. We cannot submit the whole 
body to radium, and hunt as we will, our treatment is 
always a field behind our fox. Many of these patients 
however, can be kept alive for a great number of years. 

Cast 1.—^Mrs. H., aged 66. Left breast amputated in January, 
1920. In May, 1927, metastases were found near the right nipple, 
on the right shoulder and in the middle of the back—all were about 
the size of a hen’s egg. After 1,000 mgm. hours interstitial radiation 
to each they all disappeared. In the following May a metastasis 
appeared below the left clavicle, but after 500 mgm. hours of 
interstitial radiation it disappeared. Several other nodules appeared 
in October of that year and aU were made to disappear in the same 
manner. In February, 1931, she had four more, and all responded 
to treatment. She in June, 1933, with extensive deposits in 
both lungs. 

XJLCBRATINa GROWTHS 

These are some of the most satisfactory oases. The 
ulcerating area can be made to heal and the growth 




598 


THE PRACTITIONER 


to shrink to small dimensions. The patient is freed 
from the necessity of constant dressings and there is no 
longer a foul discharge with an offensive odour. The 
mental effect of this can scarcely be over-estimated, 
the patient’s physical condition immediately responds 
to her bettered outlook and she becomes brighter, more 
interested, and usually puts on weight. Naturally, 
in such circumstances she must die from internal 
metastases, but the latter part of her life is made 
infinitely more happy and the task for those who look 
after her more pleasant. 

Case 2.—^Miss S., aged 72. Seen April, 1927. For two years 
previously had been treated for a mass in the breast by a herbalist. 
Now has an ulcer 3 inches by 3 inches on the outer side of her breast, 
hard and bound down to the muscles. Glands in both axilhe. An 
interstitial dose of 7,560 mgm. hours was given and there was a 
good reaction. In two months’ time the ulcer had healed perfectly. 
She died in September, 1928, from metastases in the chest and liver. 

Case 3.—^Mrs. K., aged 50. First seen in May, 1929. Nine years 
ago noted a lump in her left breast which she neglected until Feb¬ 
ruary, when an ulcer had formed and was then 3^ inches by 4 inches. 
There was a small hard gland in the axilla. She had an interstitial 
dose of 6,246 mgm. hours. One needle punctured the pleural cavity 
and an empyema formed, which was opened in June, 1929. In July of 
that year radium was again used and she had interstitially 110 mgm. 
hours and surface radiation 3,375 mgm. hours. The ulcer com¬ 
pletely healed, but the empyema sinus did not close until March, 
1930. She was discharged having put on a stone in weight. In 
November, 1930, she was readmitted for a mass in her right axilla, 
3J inches by inches, of which she had known for some weeks, 
but had not reported. An interstitial of 5,040 mgm. hours was 
given and the mass completely disappeared. She was quite well 
when seen in October, 1931, but refused to come for examination 
in January, 1932. 

INOPERABLE CARCINOMA 

Cancer of the breast which is inoperable from any 
cause can only be treated by radium. After interstitial 
radiation the growth will shrink to a small size and will 
be replaced by fibrous tissue and the glands by fibrous 
nodes. So completely will the glands be destroyed 
that it is not uncommon for the arm to become swollen 
just as though the lymphatics had been removed by 
operation. Sometimes better results are obtained by 
surface radiation and both the growth ami the glands 
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can be made to melt away, and in rare cases there is 
an apparent return to normal. 

Case 4.—^Miss L., aged 60. Admitted first to St. Mary’s Hospital 
and transferred as inoperable to Mount Vernon Hospital in October, 
1931. She was a thin, frail woman, liable to fainting attacks and 
palpitations, and she had known of lumps in her breast for twelve 
months. On examination there was a mass in each breast, numbers 
of large, hard glands in each axilla and small, hard glands above 
each clavicle. Several of my colleagues, including Sir Cuthbert 
Wallace, our director, examined her. She obviously had carcinoma 
of both breasts infecting widely the lymphatic field. She was 
treated by surface radiation to the right breast 13,440 mgm. hours, 
to the right lymphatic area 7,040 mgm. hours. To the left breast 
12,320 mgm. hours and to the left lymphatic area 7,680 mgm, hours. 

28 October, 1931, masses in breasts much smaller. 

6 November, 1931, masses hardly felt, glands disappeared, 
extensive pigmentation. Treatment was discontinued as she 
became so upset and she was kept in hospital five months for obser¬ 
vation. She gained in weight, became stronger, and was discharged 
3 May, 1932, without trace of any carcinomatous lesion. 

Jime, 1932, she was in good health. She was shown to members 
of the British Medical Association during the Centenary Celebrations 
in 1932 and at present (October, 1933) appears to be quite well. 

It has been said by enthusiasts that an inoperable 
carcinoma may become operable, but I doubt it. In 
the first place, we are never sure that all the carcino¬ 
matous cells are sterilized. They may be just im¬ 
prisoned in fibrous tissue which renders them harmless 
and unable to spread. Cutting across the lymphatics 
may liberate these and set up activity again. Secondly, 
nearly all such cases are inoperable, not from the 
condition of the primary growth, but because there is 
evidence that internal metastases are present. Opera¬ 
tion therefore can have no influence upon the outcome; 
I have never been tempted to operate in such cases 
unless the patient demanded it, being satisfied with 
the results produced by radium. 

Case 6.—^Mrs. W., aged 64. Had known something was wrong 
with her breast for a month. 1 May, 1929: there was an indefinite 
thickening and firmness of the breast. Skin attached all over. 
Hard glands in axilla. Inoperable. Some glands were removed 
from axiUa and found to be carcinomatous with mitotic figures 
frequently seen.” Interstitial radium 8,664 mgn. hours, reaction good. 
10 July, 1929: Interstitial radiation 8,640 mgm. hours. 

27 March, 1930 : Surface radiation 13,962 mgm. hours. This was 
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fdloved by an ulceration and she demanded to bave tbe bieaet 
removed. 30 June, 1930: Breast removed locally and searched £ar 
growth, but no growth found anywhere. 

30 March, 1931: Health exeunt, but always complains. 17 
July, 1931: Died of mediastinal metastases, no local recurrence. 

THE ADVANCED BDT OFBBABLB CASE 

In the advanced but still operable case the outlook 
is naturally poor. We have not yet reached the stage 
where we can say that these cases are suitable for 
treatment by radium alone, and they are usually 
submitted to a thorough operation. Wide removal of 
the breast and subcutaneous tissue, the complete 
clearance of the glands from the axilla and even from 
above the clavicle. Unfortunately, a large proportion of 
these cases show a rapid recurrence of secondary growths 
upon the chest wall and in the axiUa. This is due to 
the fact that the l 3 nnphatics are full of carcinomatous 
cells, which although harmless whilst in the lymphatics, 
grow actively when liberated into the tissues. At 
operation the lymphatics are cut across and these 
cells escape. This is liable to take place however wide 
our operation, for by this time the lymphatics in the 
axilla are blocked and the l 3 unph is finding its way 
along the lymphatics which accompany the intercostal 
and abdominal vessels carrying the carcinomatous cells 
with it. 

The operation in such cases sometimes does harm and 
shortens life. So clearly is this recognized that the 
diathermy knife is now sometimes used to try to seal 
the lymphatics during operation and thus prevent the 
cells spreading. These lymphatics, however, run in the 
subcutaneous fatty tissue, and I doubt whether the 
diathermy knife can seal them in a tissue containing 
as much water as fatty tissue. At first, enthtudasts 
said it did, but latterly they have been silent on the 
point. If diathermy can do this, it would be a step in 
advance; but my experience is that nothing is gained, 
and as it lengthens the operation considerably, I have 
given it up. Slow operators find it an advwtage. At 
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the operation I always place 65 mm. needles containing 
3 mgm. of radium round the vessels at the apex of the 
axilla and along the subscapular vessels, and two or 
three are thrust down behind the clavicle into the 
axilla from the posterior triangle of the neck. These 
are removed on the third or fourth day. 

About a month later, when the wound is healed, a 
plaque of Columbia paste or sorbo rubber is applied 
to the chest, axilla and supra-clavicular fossa. About 
50 mgm. of radium is distributed over its surface in 
1-mgm. or 0-5-mgm. needles. The plaque is worn 
from 18 to 23 days so that a dose of 17,000 to 25,000 
mgm. hours is given. This should sterilize all cells 
which have escaped during the operation. The great 
majority of patients with well-established carcinoma, 
with extensive attachment of the skin and well 
marked glands in the axilla, die within three to five 
years from internal metastases. Some are fortimate 
to survive even without operation, after treatment 
by radium only. 

Case 6.—^Mrs. P., aged 44. First seen 14 December, 1929. His¬ 
tory of lump for a year. Mass the size of a tangerine cut in half, 
attached to the skin, hard glands in the axilla. 18 December, 
1929 : Glands removed from the axilla. Interstitial radium to breast 
8,712 mgm. hours. 

20 January, 1930: Lump smaller, more diffuse. Pathological 
report of glands was carcinoma with “ mitotic figures frequent.” 
A sinus leamng down to a small area of necrosis in a rib, remained 
unhealed in her breast. Her chest became full of fluid, which was 
thought to be carcinomatous pleurisy, but this dearth up. She 
was a difficult patient and was always finding metastases which did 
not exist. However, a small lump ffid appear on her shoulder, and 
at her request the breast was removed and the lump dealt with. 
The lump proved to be a lipoma. Subsequently the necrosed rib 
was remov^. She is well and in good health with no trace of disease. 

THE MODERATELY EARLY CASE 

This is the case most frequently seen in which the skin 
is only slightly attached and only small or doubtful 
glands can be felt in the axilla. It presents, however, 
a more difficult problem as it is suitable for treatment 
either by the knife or by radium. We have to decide 
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which course to take. I should like to be able to say 
that radium is as good as operation, but caution tuid 
imcertainty prevent me. The place of radium in such 
cases caimot be known for some years yet. At Mount 
Vernon Hospital we are conducting an experimental 
study of these cases, but the time for drawing con¬ 
clusions has not yet arrived. I have now treated cases 
with radium at St. Mary’s Hospital for seven years, but 
during the first few years there were no books on the 
subject and no one to guide or help; many blunders 
were made partly through lack of radium, but often 
through lack of knowledge. It is only gradually 
during the last three to four years that a satisfactory 
technique has been evolved and become more or less 
standardized. Now we have reached the stage when 
it can be said that radium should not be used in certain 
cases of carcinoma of the breast, while in others already 
mentioned, the metastases, carcinomatous ulcers and 
inoperable cases, radium is the only treatment indi¬ 
cated, and although there remains much to be done, 
the ground is gradually being cleared. What are the 
pros and cons to be considered in deciding between the 
knife and radium in these cases ? 

In favour of radium: The woman will keep her 
breast, shrunken and shrivelled perhaps, but still she 
has it. She is not submitted to operation which, in her 
estimation, involves the use of the knife. She has an 
anaesthetic for the insertion of the needles, but to her 
that is nothing. This may be quite illogical, but it is 
human nature that we are dealing with. 

Against radium: There is the possibility of two 
anaesthetics being needed if two interstitial applications 
are made, and there is also the possibility of a longer 
stay in hospital. For one interstitial needling only a 
ten-dajrs’ stay is needed; the patient can then go home 
and return for further treatment in a month’s time. 
She then has surface radiation and a plaque is worn 
for three weeks, either continuously or for 18 to 20 hours 
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a day. If the King’s Fund radium is used the patient 
must stay in bed all the time that the radium is worn, 
but if private radium is used she can be treated at 
home under the supervision of her doctor and need 
only see the surgeon once a week. She need not be 
confined to bed while wearing the radium. There is 
still imcertainty as to how a patient will react to 
radium. Too great a reaction wlU cause necrosis of the 
skin requiring prolonged dressing which will lengthen 
the time of treatment. Too small a dose will not be 
lethal to carcinoma cells. 

In favour of the, knife: There is the certainty that 
everything possible has been removed and the patient 
thinks that she is free. She may spend a shorter time 
in hospital, though this not always so, as I insist that 
every operation case xmdergoes a course of surface 
radiation a month later in the same manner as the 
case treated by radium alone. This prophylactic 
course has quite superseded the prophylactic course of 
X-rays which I formally gave. 

Certain cases are quite unsuitable for radium, such 
as extensive tumoius more than three inches in dia¬ 
meter and tiunours in stout people. Conversely, 
small tumours in thin people are eminently suitable 
for such treatment. The technique I now use is to 
insert a gridiron of 3 mgm. needles 65 mm. long behind 
the tumour. The needles are moimted on copper wire 
and threaded on skewers 8 inches long. These skewers 
are thrust in at one side and out the other behind the 
breast and parallel to each other so that the radium 
needles are parallel when pulled into position. X-rays 
show that this is the only accurate method of placing 
them. Just thrusting the needles in is haphazard. 
Needles of similar size are thrust up into the axilla 
round the axillary and subscaptdar vessels and thrust 
down from the supra-clavicular fossa into the axilla 
from above. The tumour is then surrounded by 
2 mgm. needles 44 mm. long mounted on copper wire 
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on series of five forming a tiara. I have given up 
placing needles parallel to the clavicle^ above and 
below it, and I am rather doubtful about the value of 
needles placed in the intercostal spaces. The needles 
should remain in position for 168 hours, and no ansas- 
thetic is required for their removal. When they are 
mounted on silk there is always the possibility of the 
silk rotting and breaking, leaving the needles in the 
tissues, and an ansasthetic is then frequently required to 
remove them, for they catch in fibrous tissue and are 
diflBlcult to free. With wire they can easily be freed by 
just twisting the wire. 

Case 7.—^Mrs. T., aged 63. Seen 23 October, 1929. Had known 
of lump in the breast for two years. On examination there was a 
hard mass attached to the skin of the left breast casting a dense 
shadow; no glands could be felt. 

11 NovemW, 1929 : Interstitial radium to breast 12,932 mgm. 
hours. To the lymphatics 432 mgm. hours. 6 April, 1930 : Surface 
radiation 10,788 mgm. hours. She had a good reaction and in six 
months had gained 8 lbs. 3 February, 1932 : Only a small fibrosed 
mass could to felt. She was seen in 1933 and was quite weU. 

Case 8.—^Mrs. P., aged 55. Lump in left breast upper quadrant 
5 cms. in diameter. No fixation to skin or fascia. Glands in the 
axilla. Dense shadow cast. 8 June, 1931: Interstitial radium to 
breast 12,600 mgm. hours and to lymphatics 2,520 hours. Lump 
became soft and nearly disappeared. 

21 September, 1931: Surface radiation 13,313 mgm. hours. She 
was shown to the British Medical Association during their Centenary 
Celebrations in 1932. She was quite well in 1933. 

Case 9.—^Mrs. 0., aged 44. Mass in right breast known for two 
months, attached to the skin, no glands felt, dense shadow seen. 
12 November, 1930 : Interstitial radium 8,160 mgm. hours. 29 No¬ 
vember, 1930: Reaction good, lump sm^er. 12 January, 1931: 
Surface radiation 18,600 mgm. hours followed by desquamation. 
17 April, 1931: Lump gone. Very well still. 

REALLY EARLY CASES 

In really early cases of carcinoma of the breast 
before any of the classical symptoms, such as attach¬ 
ment to the skin, retraction of the nipple or enlargement 
of the glands, have appeared the diagnosis rests on 
transillumination and the presence of a shadow when 
light is placed behind the tumour; or on an exploratory 
incision. When a diagnostic incision is made and the 
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nature of the suspected mass determined, a radical 
operation should be performed at once and the same 
procedure with radium should be followed at the same 
time and later with surface radiation as already 
described. Nothing is more fatal than to cut into the 
tumour and then remove it inadequately. Rapid 
recurrence is the rule in such cases, even when radical 
operation is performed a few weeks later. 

If the diagnosis rests upon transillumination at an 
early date we can reasonably assume that the disease 
is stiU local. We know that carcinoma is a local disease 
in the beginning, therefore a local operation should be 
sufficient for its removal if an adequate amount of 
breast tissue is removed with it. At the same time 
these early tumours are eminently suitable for treat¬ 
ment by radium, but then the doubt remains as to 
whether or not the patient ever really had carcinoma. 
In such cases, therefore, I believe that it is better to 
remove the tumour locally and follow up with a course 
of radium. The microscope will then clear up the 
diagnosis. If I have been suspicious of the glands I 
have sometimes treated the node with radium and 
excised the glands, and have occasionally found 
evidence of growth, though in many cases the glands 
were unaffected and the doubt remained which is 
always an unsatisfactory state of affairs. 

Partial operation for early carcinoma is new in 
surgery of the breast, but I have performed it so often 
and with such good results that I am convinced of its 
ultimate place in surgery. A circumferential incision 
is made opposite the tumour and the breast is lifted 
from the muscles. A thin, long-bladed knife is slipped 
between the breast and skin and the two are separated. 
The amount of breast that is removed depends upon the 
size of the tumour. About two inches on each side is 
always removed, sometimes the major portion of the 
breast and in some cases the whole breast, depending 
rather upon the site of the tumour. The nipple is 
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left. Bleeding is stayed and the wound sewn up with 
a drain. 

Case 10.—^Mrs. E., aged 67, seen 21 February, 1929, with a small 
indefinite mass in right breast and two glands in the axilla. The 
mass in the breast was removed locally and proved to be carcinoma¬ 
tous, the glands also were found to be widely infected. Interstitial 
radium to breast 5,568 mgm. hours. Seen in 1933—quite well. 

Case 11.—^Mrs. H., aged 49, seen 11 February, 1929, has had 
discharge &om nipple for five years. Lately the nipple has been red, 
no definite lump could be felt, no glands in the axilla. 3 March, 1929: 
Through a small incision round the areola, the suspicious portion 
of the breast near the nipple was removed and radium for 216 mgm. 
hours was given. The pathological report was “ carcinoma.” She 
has been under observation since, and is well. 

I have track of only one pre-war case and she is 
alive and well twenty-five years after this operation. 
She is one of four who have had local recurrences. 
At the time no thought of carcinoma entered my mind, 
and she was operated on for mastitis. It was the 
recurrence a year later that established the diagnosis. 

Now the operation is followed by surface radiation 
to the chest and axilla, though this was not done in my 
early cases. In certain cases the glands in the axilla 
have enlarged later and have been dealt with either 
by excision or radium. I think we may assume that if 
carcinomatous portions were left behind in the breast 
rapid recurrence would take place as we know it 
does in other parts of the body, this, however, has 
not been my experience. Local recmrence has been 
excessively rare—^I think in foiu: cases only. Occasion¬ 
ally I have become suspicious of the breast after 
eighteen months or two years and have then removed 
it, or at the request of the patient amputated it and 
had it examined, but in only two cases were any car¬ 
cinomatous cells found, and then it was very doubtful 
if they were active. 

Case 12.—^Mrs. B. B., aged 37, seen 20 January, 1924; noted a 
lumpiness in right breast a few months ago. No other symptoms— 
diagnosed as mastitis. 17 March, 1924: Local removal. Patho¬ 
logical report “ Definitely malignant . . . papilliferous adeno¬ 
carcinoma.” 29 September, 1930: Small recurrence under nipple. 
Surface radiation 5,712 mgm. hours. Lump disappeared. 13 Feb¬ 
ruary, 1933 : Small scab formed over nipple, when picked off leaves 
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a raw area. The area of skin was removed on 8 September, 1933, 
and a few oarcinomatons cells found surrounded by fibrous tissue. 
Still under observation and quite well. 

THE FUTURE 

Such, then, is a synopsis of what seems to me the 
modem procedure in treatment of carcinoma of the 
breast, and it can be seen that what I said at first is 
true—^that we have travelled far in recent years. There 
is, however, another step that I should like to emphasize 
if we are to improve our results in treatment not only 
of carcinoma of the breast, but throughout the body, 
and that is the establishment of a far closer co-operation 
between the surgeon and the general practitioner. I 
give the same instructions to my hospital and private 
patients, namely, that they are to be examined once a 
month for the first year, once every two months for the 
second year, once every three months for the third 
year, and so on until the sixth year, when from then 
onwards they are examined twice a year. I always 
tell them that I should like to see them on the anniver¬ 
sary of their operation and I ask the practitioner to send 
them to me at once if he is at all anxious about them. 

I say that this is as good as in insurance, but how few 
carry out these instructions! The patient forgets to 
go to the practitioner or leaves the district and refrains 
from going to a strange practitioner. Some remain 
free from trouble, others return with well marked 
metastases which could easily have been dealt with at 
an early stage. I make a point of writing to old cases 
once a year, but few even take the trouble to reply. I 
imagine they wish to forget and persuade themselves 
that nothing has really taken place; it is the same 
instinct which makes so many refrain from consulting 
the practitioner in the early stages. Many thus pass 
quite needlessly from the credit to the debit side of the 
account. 

Reference 

^ Eitzwilliams, D. C. L.: The Practitioner, 1933, oxxxi, 676. 
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MASSIVE DIFFUSE 
HYPERTROPHY OF THE 
BREASTS IN GIRLS 

A REPORT OF FOUR CASES 

By CECIL P. G. WAKELEY, D.So., F.R.C.S., F.R.S.E. 

Senior Surgeon, Kill's College Hospital and Belgrave Hospital for 
Children ; Consulting Surgeon, the Mavdsley and Hammersmith 
Hospitals ; Hunterian Professor, Royal College of Surgeons of England, 

ALTHOUGH the condition of difhise hypertrophy 
,/\of the breasts in girls is a well-known clinical 
entity, yet very few cases have been examined from 
the critical pathological standpoint. It is more common 
in the tropics than this country and consists of a general 
enlargement of the organ, both gland substance and 
interstitial tissue participating in the process. It is 
quite a mistake to say that the hypertrophy is due 
solely to the fat and fibrous tissue and that the glandu¬ 
lar substance takes no part in it. In the four cases 
under my care local amputation has been carried out; 
large serial sections of the organs prove without any 
doubt that there was also an increase of the gland sub¬ 
stance of the breast in each case. 

The condition may be unilateral or bilateral, more 
commonly the latter. As a general rule the condition 
commences about puberty with a gradual enlargement 
of both breasts, which become firm and indurated. 
The enlargement increases until the breasts become 
enormous, hanging down, by their weight giving rise 
to great inconvenience and frequently neuralgia. In 
some cases the large size of the breasts causes them to 
rest on the knees of the patient when sitting. With the 
general enlargement of the breast there is also a 
flattening of the nipple and a great increase of the 
area of the areola. The breasts are functionally useless, 
and even if the patients do become pregnant the 
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secretion of milk very rarely occurs and there is a grave 
danger of infection and suppuration of the breast 
tissue. 

The etiology of the condition is unknown, but it 
may be due to some endocrine disturbance, as so often 
the patients suffer from menstrual irregularities and 
often from anaemia. The condition is in no way like a 
true elephantiasis. 

Although numerous partial amputations have been 
advocated from time to time, such operations should be 
condemned as they leave behind a mass of pathological 
material which is sooner or later a source of trouble 
to the patient. To attempt transplantation of the 
enlarged and attenuated nipple to the upper part of 
the breast has nothing to recommend it, for the nipple 
is so stretched and flattened that it has lost all its 
contractile tissue. If the hypertrophy was a simple 
overgrowth of the fat and fibrous stroma without any 
alteration of the glandular tissue, a partial removal 
might be considered. This, however, is not the case, 
as the gland substance participates in the hyper¬ 
trophy and sometimes adenomas are foimd as well. 
These conditions seem to me thoroughly to justify 
removal of the whole of these useless, functionless and 
frequently painful breasts. 

The best method of removing the breasts is by 
transverse eUiptical incisions, which are united to 
form a transverse scar. This does not show when 
evening dress is worn and hes in one of the natural 
folds of the skin over the chest. As the main blood 
supply of the breast comes from the external mammary 
from the axillary, bleeding can be adequately con-, 
trolled by making the upper part of the elliptical 
incision first. The main vessels are exposed and 
clamped, and when the lower part of the incision is 
made there is practically no bleeding whatever. It 
might be thought that the removal of such large organs 

Q 0 
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would be accompanied by serious shock, but this is 
not the case if the bleeding is minimal during the 
operation. Transverse wounds over the chest heal 
very well, are not subject to keloid formation, and do 
not^give rise to pain afterwards. 

The four following cases have come under my 
observation since 1915 :— 

Case I ,—Jean M., aged 16, a girl of slight build and 6 ft. 2 in. in 
height, began to menstruate at the age of 13} years, and when 14 
first noticed that her breasts were getting big and heavy. The 
increase in size continued and the periods became irregular and 
scanty. In January, 1915, the breasts were enormous and pendulous 



Fia. 1.—Case 1. 

and extended below the umbilicus, and when she sat down the 
breasts rested on her thighs. The patient complained of continual 
neuralgic pain, which was increased at the times of her periods. 
She was admitted to hospital on January 15, 1915, and the breasts 
were removed the next day by means of a transverse elliptical 
incision. The operation did not present any diiBSculty and there 
was practically no haemorrhage or shock. The wound heded well and 
the patient was discharged on the twelfth day after her operation. 
The right breast weighed 12} lbs. and the left one 14} lbs. Histo¬ 
logical examination of both breasts showed a diffuse hypertrophy 
of all the tissues of the breast, the glandular substance containing 
several small adenomas. The after-history of this case is interesting, 
for after the operation the patient became quite a bright and intelli¬ 
gent girl and her periods became normal and regular. She married 
in 1926 and is now the happy mother of three healthy children. 

Case //.—Kitty P., aged 16, came under observation in 1922 
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because of the great enlargement of her breasts. Up to the age of 
puberty she had been a bright and clever child, and had numerous 
friends. Her first menstrual period commenced at the age of 13, 
and soon after this her breasts became enlarged and ha^. Her 
periods were always scanty and irregular. At the age of 14 her 
mental outlook b^ame completely changed, instead of being a 
cheerful and interesting individual she became sulky and irritable 
and almost morose. In April 1922, both breasts were removed 
through a transverse elliptical incision. The wound healed well 
and the patient was discharged from hospital ten days after 
her operation. The right breast weighed 10 and the left 11J lbs. 
Histologically there was a diffuse hypertrophy of all the tissues of 
the breast, but no adenomas were found. To the naked eye the 
breasts appeared to be made up of a colossal overgrowth of fibrous 



Fig. 2.—Case 2. 

tissue. In this case also the mental outlook wonderfully improved 
after the removal of the breasts, the girl became more cheerful and 
took an interest in her work. The periods became regular, but 
remained scanty. When seen again four years after her operation 
she was a cheerful young woman, and was engaged in domestic 
service. 

Case III .—^Alice W., aged 17 years, first noticed that her breasts 
were getting very large rfter her first menstrual period at the age 
of 14. No notice was taken of this, but they continued to grow, and 
at the age of 16 they were so large that she could not play tennis, 
b^ause the breasts interfered with her running. During the hot 
weather of the summer of 1930, the breasts became enormous, and 
when the patient sat down the breasts rested on her thighs. Her 
friends thought she was pregnant because when she walked the 
breasts lay just anterior to the abdomen. The menstrual periods 

Q Q 2 
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were irregular and somewhat scanty. The breasts fdit firm and 
somewhat hard to the touch. The patient complained of a constant 
dragging pain which made her depressed. Both breasts were 
removed in November, 1930, through a transverse elliptical incision. 
The wound healed by first intention and the patient was able to 
leave hospital after ten days. The patient was very much pleased 
to be free from her very cumbersome burden. !Ilie right breast 
weighed 161 contained two large and several small adenomas. 

The left breast weighed 15 lbs. and also contained several small 
adenomas. The histological picture was the same as in the two 
previous cases The patient, when seen a year after her operation. 



I'la 3 —C ase 3. 

was quite fit and well. She was cheerful and quite a keen tennis 
player. She stated that her periods were fairly regular, but still 
inclined to be scanty. 

Case 1V .—^Edith G., age 18, came under observation in February, 
1931, complaining of very large painful breasts. The girl first 
noticed some enlargement at her fii^ period at the age of 14J, n-ntl 
since that date the breasts had continued to grow. The periods 
were normal in every respect. The breasts were enormous and firm 
and indurated to the touch. She walked with a slight stoop because 
she said it was easier to do so; when she walked in the upright 
position she experienced a dragging pain over the chest. The 
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S timt came up to hospital unploriog to have the breasts removed. 

le breasts were removed through a transverse elliptical incision; 
the wound healed well and the patient was discharged from hospital 
after fourteen days. The right breast weighed 14 and the left 
14f lbs. Senal sections of both breasts did not show any adenomas; 
the histological picture was one of diffuse hypertrophy. The 
patient was much pleased with the result of the operation and 
returned to her work as a housemaid. 

Although the etiology of diffuse h 3 ^ertrophy of the 
breasts in girls still remains obscure, there is probably 



tio 4—Case 4 

some upset in the endocrine balance, as is shown in the 
change of the clinical picture after removal of the 
breasts. The presence of adenomas may play a part 
in some cases. Young women are always very much 
upset at the thought of the removal of part or the 
whole of one breast, and yet these girls with diffuse 
hypertrophy are only too glad to submit to removal 
of these abnormal breasts. 
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A NASAL TREATMENT OF 
HAY FEVER 

By clement FRANaS, M.A., M.B., B.Ch. 

Surgeon, Metropolitan Ear, Nose and Throat Hospital, 

T he treatment of hay fever by the removal of 
hypersensitive areas in the nose is not a new 
method. The application of the galvano-cautery or 
various acids to areas in the nasal mucous membrane 
has frequently been tried, and more recently zinc 
ionization has been used.^ The following is a method 
which I have found effective in a number of cases in 
recent years. The treatment consists essentially in 
removing hypersensitive areas in the nose with the 
use of the galvano-cautery. I believe that this method 
would be more widely employed if two factors were 
carefully considered: (1) The site to be treated; 
(2) the lightness of the application. 

It is important to limit cauterization to areas which 
are unduly sensitive. If too many areas are treated in 
this way, more harm than good will be done. In my 
experience the chief areas in the nose from which the 
irritation starts are those portions of the mucous 
membrane which cover: (a) the anterior part of the 
septum; (6) the superior margin of the inferior tur¬ 
binate ; (c) the anterior margin of the middle turbinate. 
There may be only one or two sites in the nose which 
are hypersensitive, and by removing this localized 
condition, the whole or a greater part of the hay fever 
may be prevented. It is true that, when the hay fever 
has actually commenced, the whole of the mucous 
membrane lining the nose may be in an irritable 
condition. But before the season has started the 
hypersensitiveness is nearly always confined to a 
sharply localized area on one or more of the sites 
mentioned above. The proper treatment of these 
areas will stop the onset of attacks, and thus prevent 
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the rest of the nasal cavity from becoming irritated. 

As Sir StClair Thomson has pointed out*, the baiefit 
obtained from cauterizing the nose in hay fever is not 
proportional to the amount of tissue destroyed. The 
lightest touch with the cautery point produces the 
most dramatic results in many cases, and a small 
bum which produces no pain whatever, no after- 
sweUing, and no slough, may be the means of removing 
the whole of the hypersensitiveness from a given area. 
The best time for beginning treatment is a month or 
six weeks before the attacks are due to commence, 
although the treatment can be carried out at any time, 
whether or not the hay fever attacks have begim. 

The procedure is as follows :—A small mop of cotton 
wool is twisted on the end of a probe, dipped in 10 per 
cent, cocaine hydrochloride solution and wrung out 
almost dry. Using a good reflected light the interior 
of the nose is examined, and the septum, inferior, and 
middle turbinates are lightly touched in rotation with 
the mop of wool on the probe. It is then fairly easy 
to judge, both from the patient’s observations and by 
noticing any reflex lachrymation produced, which are 
the most sensitive areas. These areas are then anaesthe¬ 
tized by painting them three or four times with the 
cocaine solution. Using a fine cautery point, heated 
to a dull red heat,the areas should be lightly touched; 
but the heat should be turned off just before the 
cautery point is applied. One or more light longitudinal 
bums should be made, where necessary, on the septum 
and inferior turbinate, and a few light touches on the 
anterior edge of the middle turbinate. The marks 
produced by the cautery should be nearly or entirely 
gone in a week or ten days; if necessary a second 
application can then be made, in a similar way, to any 
remaining hypersensitive areas. 

If the treatment is carried out in this way there is 
no pain whatever, no after-swelling of the parts, no 
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slough is formed, and no after-treatment is required. 
There is no discomfort if the treatment is carried out 
before the hay fever season starts, and even when the 
season has actually begim the only discomfort produced 
is some slight lachrymation and possibly sneezing on 
first touching the sensitive spots. This sneezing and 
lachrymation quickly subside. The relief from the 
symptoms of hay fever is usually immediate. Sneez- 


Sites of application of 
cautery to left middle 
turbinate and left in¬ 
ferior turbinate 


Application of cautery to 
anterior portion of 
septum 


ing and irritation of the eyes are the first symptoms to 
disappear, and this is followed by relief of stufiiness 
of the nose and pharyngeal irritation. 

Of the last series of 100 cases treated in this way the 
results can be grouped as follows :— 

Chroup 1.—Complete or very great relief: 74 oases. 
Cases in this group are those which either have no 
symptoms of hay fever, or else only slight transient 






NASAL TREATMENT OF HAY FEVER 617 


trouble insufficient to interfere with work or recreation 
in the open air. In two of these cases it was necessary 
to perform a submucous resection for marked septal 
deflections, and in one case I removed the tonsils. 

Group 2.—^Moderate relief: 22 cases. Those who still 
have attacks, but of a mild nature. In these cases the 
duration of the hay-fever season is much shorter than 
before treatment. - 

Group 3.—Slight transient or no relief: 4 cases. 

SOME TYPICAL CASES 

Case 1.— A man, aged 69, was first seen on May 7, 1931. He had 
had hay fever for 30 years, and had tried a variety of treatments 
without obtaining relief. He suffered severely from sneezing, 
irritation of the eyes, and general prostration. The attacks com¬ 
menced in the middle of May. The galvano-cautcry was applied to 
the left inferior turbinate, the right middle turbinate, and the right 
septum. On May 15 the galvano-cautery was applied to the left 
septum and right inferior turbinate. On July 28 the patient reported 
that he had remained completely free from hay fever. 

Case 2.—A man, aged 25, had had hay fever for four years. Also 
suffered from vasomotor rhinitis in winter. First seen on March 29, 
1932, when hypersensitiveness was found to be localized to left 
septum, left middle turbinate, and right inferior turbinate. These 
areas were cauterized at one sitting. The patient reported on the 
following September 8. He had had no hay fever at all since the 
cauterization. 

Case 3.—schoolboy, aged 13, first seen June 19, 1930, had had 
hay fever severely since he was a small child, and for the last few 
years he had not been able to play cricket or tennis during the hay 
fever season without considerable distress. Now in the height of 
the season. Galvano-cautery to left septum and right inferior 
turbinate. Seen on June 27, 1930, great improvement. Galvano- 
cautery to left inferior turbinate. Seen on July 7, 1930, continued 
improvement, is now able to play cricket in the sun without 
discomfort. Seen on May 1, 1931, he had not started hay fever 
yet this year. On examination the left side of nose was not 
sensitive. Galvano-cautery applied to right middle turbinate 
and right septum. On April 27, 1932, there had been very slight 
hay fever last year, not sufficient to interfere with work or games. 

Case 4.—^A man, aged 30, had had hay fever “ all his life.*' Had 
been treated by inoculation without benefit. Hay fever now con¬ 
tinuous from middle of May to middle of July. Seen on June 20, 
1930, galvano-cautery to left septum, right inferior turbinate, and 
right middle turbinate. May 20, 1931, had very little hay fever 
after last visit. Galvano-cautery to left middle tmbinate and right 
inferior turbinate. May 23, 1932, no further trouble last year. 

Ca$e 6.—^A married woman had bad hay fever severely for many 
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years. It starts at the end of April if the weather is dry. First 
seen March 31, 1927. Hypersensitiveness confined to anteriw 
margins of right and left middle turbinates. Galvano-oantery to 
these very lightiiy. March 16,1932, has had no return of hay fever 
since the previous treatment in 1927. 

Case 6.— A. married woman had had hay fever and hay asthma for 
many years. First seen June 13, 1932, when on examination the 
left side of the nose was found to be much more sensitive as a whole 
than the right. Galvano-cautery to left septum and left inferior 
turbinate. Jime 17, no symptoms of hay fever since, but some hay 
asthma. On examination the left side of the nose was not now 
hypersensitive. No scar or other sign of cautery bums was visible. 
Galvano-cautery to right septum and right middle turbinate. July 16, 
no hay fever and no hay asthma since last seen. 

While it is not claimed that the method described is 
a cure for all cases of hay fever, it is my experience 
that relief can usually be given in those cases in which 
the hypersensitive condition of the nasal mucous 
membrane is definitely localized. The best results in 
my series have been achieved where this has been so, 
and the converse is also true, for the cases (4 per cent.) 
where no relief was obtained were those in which, either 
no hypersensitive areas were found or else all the areas 
tested were equally hypersensitive. The age of onset 
of the complaint, the length of time during which the 
attacks have persisted, and the severity of the symp¬ 
toms are, I find, of less importance from the point 
of view of prognosis than the presence or absence of 
localized h 3 q>ersensitive areas in the nose. 

SUMMABY 

A treatment of hay fever by light intranasal 
cauterization is described. The method can be applied 
to both children and adults. The importance of 
lightness of application of the cautery point is empha¬ 
sized, and the areas to be cauterized are discussed. 
The results in 100 consecutive cases are given, and 
6 cases are described in detail. 
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MEDICO-LEGAL PROBLEMS IN 
GENERAL PRACTICE* 

V—DIAGNOSIS OF INTOXICATION BY 
ALCOHOL AND DRUGS 

By ALEXANDER BALDIE, M.B., Ch.B. 

Surgeon^ D. Division^ Metropolitan Police, 

T he question of the examination of persons imder 
the influence of drink or drugs has developed an 
increased importance with the definition within recent 
years of legal offences in connexion with which 
the diagnosis of any form of intoxication requires 
determination according to relevant functional criteria 
rather than, as hitherto, vague and ill-defined concep¬ 
tions of “ dnmkeimess.” The aim here is to describe 
briefly the procedure and some methods of examination 
applicable by a medical practitioner summoned hy or 
on behalf of a prisoner alleged to be dnmk, or under 
the influence of drink to such an extent as to render 
him unable to execute safely the occupation on which 
he was engaged at the material time. There are many 
offences in connection with which the question of 
intoxication may arise, but the commonest and most 
important are ordinary drunkenness and that of being 
“ imder the influence of drink or drugs to such an 
extent as to be incapable of proper control of a motor¬ 
car.” 

It is important that a careful distinction should be 
drawn between the following ascending degrees of 
inebriation: (a) being under the influence of driuk; 
(6) being under the influence of drink to such an extent 
as to be unfi t in respect of a particular occupation; 
(c) drunkenness. Of these (a) that of being “ under 
the influence of drink ”—^the usual purpose and effect 

'* This is the fifth of a series of articles on medico-1 
subjects to which other authorities will contribute in succeeding 
numbers of The Practitioner. 
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of alcoholic indulgence—^is a condition for which the law 
does not prescribe a penalty; (6) constitutes a serious 
offence in respect of which the penalties may be severe; 
and (c) is a condition of social helplessness or disorderly 
conduct, in respect of which, however, penalties are 
usually less severe. It is convenient to proceed accord¬ 
ing to the following definition : “ By alcoholic mtoxica- 
tion is meant the impairment, by reason of the con¬ 
sumption of alcohol, of physical or mental faculties 
to such an extent as to render an individual unable to 
execute safely the occupation on which he was engaged 
at the material time; and by ‘ drunkenness ’ is meant 
a state of intoxication causing disorders of social 
behaviour or helplessness.” 

PROCEDUEE 

As soon as a person has been detained he is informed 
of his right, at his own expense, to be examined by a 
private doctor, his own, or one secured on his behalf 
by the police. At the same time the police surgeon 
will be summoned and his examination may have begun 
and be completed before the arrival of the second 
doctor, at whose examination the police surgeon will be 
present. There is, of comse, no legal obligation on the 
part of a private practitioner called by a prisoner to 
attend. His ethical duty, it may be, will depend on 
circumstances and his knowledge of the patient. In 
the case of a stranger it may be wise to obtain his 
name and address, and, also, a definite understanding 
so far as his condition will permit, as to the fee to be 
paid. Having accepted the call, it is important not 
imduly to delay attendance. A second opinion is of 
most value if obtained at or soon after detention; if 
for any reason it is based on examination an hour or 
two (or more) later its evidential value may be small. 
It is as well to preface examination by asking the 
prisoner definitely whether it is by his wish that one 
has been summoned. The question may be put in the 
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following fonn : “ I am Dr.-. I understand that 

it is at your request I have been called, and that you 
wish to be examined by me ? ” The question of consent 
to examination may be of legal interest rather than of 
practical importance, but the routine use of this form 
of question may help to prevent misunderstanding or 
subsequent allegations of examination without consent. 
In the unusual event of a refusal by the prisoner to be 
examined the doctor may t hink it discreet to refrain 
from physical examination, and either retire or, if he 
has the assurance of the police that the prisoner did, in 
fact, ask for his attendance, confine himself to con¬ 
versation with, and observation of, his patient. These 
remarks do not, probably, apply to physical examina¬ 
tion necessary for the diagnosis of suspected illness or 
injury. 

A prisoner having consented to be examined, the 
doctor, before proceeding to carry out any physical 
examination, should satisfy himself by conversation 
and observation that the prisoner understands the 
nature and quality of the offence to which examination 
will be relevant, and appreciates the significance and 
consequences of a medical examination. Such insight 
is not proof of sobriety, but has a bearing on any 
subsequent suggestion that a prisoner, by reason of 
intoxication, was incapable of consent. 

The following times should be noted : Time of call; 
time of arrival at place of examination; time of 
commencement of examination; time of completion of 
examination. Careful note should be made, of course, 
of all clinical evidence on which an opinion is based. 

The police surgeon will probably have made notes 
of his own examination and other relevant medical 
facts. Whilst this information will usually be available 
on request, some doctors have taken the view that such 
facts or opinions might bias their own conclusions, and 
have preferred that they should proceed without this 
preliminary knowledge. Otherwise, so far as circum- 
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stances permit, the ordinary procedure of medical 
consultation should prevail. At the conclusion of his 
examination the doctor will probably wish to confer 
with the police surgeon. Unless he sees reason to do 
otherwise it is desirable that he informs his colleague 
of his final opinion. He may be asked to state this 
opinion in writiog in the police medical “ book.” He 
should understand that there is no obligation that he 
should do this, although such an entry is obligatory on 
the pohce surgeon. The ethics of professional secrecy 
justify the reservation by a doctor of his opinion. 
Later, in the witness box he may be directed to disclose 
it; at the moment, his duty being primarily to his 
patient, he will consider from that standpoint whether 
the wiser course is to reserve his opinion, or to state it 
verbally or in writing, at the time. If he thinks that 
the examinee is perfectly sober it is conceivable that 
nothing is to be lost by saying so, frankly and openly 
at the time. He must further decide whether he wiU 
there and then acquaint the examinee of his opinion, 
or personally or through the police on his behalf 
invite him to communicate on the following day. 

MEDICAL EXAMINATION 

The purpose of a medico-legal examination of a 
person alleged to be imder the influence of alcohol is 
threefold: (a) The diagnosis of any illness or injury 
which may explain signs of incapacity; and/or for 
which immediate treatment may be necessary; (6) 
determination as to whether, in fact, the examinee is 
under the influence of alcohol; (c) assessment of total 
faculty impairment, and of the degree to which such 
impairment is due to alcohol. The examination should 
take place imder reasonable conditions, particularly 
in regard to light and space. Gait can only be tested in a 
fairly large room; reading and handwriting tests may 
be challenged on the ground of poor light; they are 
of no value if handwriting materials, desk, or .light^are 
open to criticism. The examinee should be approached 
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in a friendly manner, and the examination as a whole 
should be conducted with studied courtesy and tact. 
Listen, in the first place, to all he has to say. He may 
be excited and voluble, or naturally resentful at real 
or fancied injustice; he may be confused or somnolent, 
and show obvious difficulty in framing and phrasing 
his ideas. It is wise, usually, not to express or indicate 
surprise or disagreement with exaggerated or absurd 
statements. Above all, do not be drawn into argument, 
particularly concerning allegations of assault or ill- 
treatment; in his predicament he may appeal to and 
expect to find in a doctor a natural ally. With the 
truth, or otherwise, of such allegations, a medical 
examiner is not concerned, except in so far as he may be 
able to advance medical evidence concerning them. 
This prehminary conversation, if pursued in a systematic 
way, will enable the doctor to gain useful information. 
Questions and observations are suitably directed to 
the following: (a) Age and occupation, and whether 
an experienced driver or not; (6) history of past or 
present illness or injury; (c) circumstances leading up 
to arrest. Can he explain why and how he was brought 
here? Was he tired, sleepy, cold, or hungry? Has 
he had anything to drink recently and, if so, what ? 

It is beyond our present scope to discuss at length 
the differential diagnosis between intoxication by 
drink and drugs and the numerous pathological con¬ 
ditions with which it may be confused. Persons suffering 
from certain types of neurosis, of early or chronic 
psychosis, or of organic nervous disease (notably 
G.P.I. and disseminated sclerosis) maybe easily mis- 
imderstood even in their “ sober ” senses; they are 
imduly susceptible to alcohol; they are liable to indis¬ 
creet or excessive indulgence; and often the consequent 
mental and physical disorder bears no relation to the 
quantity of alcohol consumed. These are the cases 
which may be most easily mistaken for intoxication. 

The following tests are invariably applicable as 
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determining (a) questions of differential diagnosis^ and 
(6) whether, in fact, the examinee is under the influence 
of alcohol :—Subnormal temperature, due to excessive 
radiation from the cutaneous capillaries, the normal 
power of contraction of the small vessels being tem¬ 
porarily lost, is common. A definitely subnormal 
temperature is of confirmatory value in the diagnosis 
of (1) alcoholic coma, (2) the third stage of ordinary 
intoxication, (3) exposure, fatigue or shock. The pulse 
of a healthy adult, following the ingestion of a moderate 
amount of alcohol, is rapid, full, and bounding. Little 
stress can be laid on this alone, in view of the numerous 
factors of disease and emotion which may contribute 
to such an effect. Nevertheless, a rapid and bounding 
pulse is so uniformly characteristic that its value in a 
confirmatory sense is very great. The pupils in an 
intoxicated adult are moderately dilated, very sluggish 
in ordinary light, of variable contractility in bright 
light, returning slowly to dJatation on withdrawal of 
light. In undisturbed sleep they become contracted, 
easily dilating in response to any external stimulus 
(such as a piach on the back of the neck). If the person 
be then left unmolested for half an hour they return 
to a state of contraction. This is recommended as a 
differential test of great value by Glaister and others.^ 
The tongue is dry, sometimes white with red edges, 
sometimes furred. The throat and soft palate are 
parched. There is often excessive thirst, the lips, 
especially in the confusional and drowsy stages, are 
dry and sometimes caked around the edges with the 
residue of beer and stout. Salivation may be exces¬ 
sive ; in the confusional stage it often precedes vomiting. 

A person who has consumed alcohol, but in whom 
faculty impairment is not marked, shows a tendency 
to lapses in emotional control and motor co-ordination. 
Ordinary gait and speech appear normal, but in pro¬ 
longed conversation lapses can be observed : he stum¬ 
bles over occasional words, gesticulates imusually. 
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loses the thread of some of his sentences, and so on. 
The amdl of alcohol in the vomit and breath indicates 
only that a patient has taken alcohol. The more 
definite the smell, the greater the caution necessary 
before drawing conclusions from subsequent facts. 
The examinee may have taken or been given a drink 
because he was ill. But though not, therefore, of great 
diagnostic value, experience suggests that in some cases 
the smeU of the breath may provide a useful indication 
of the kind and quantity of alcohol imbibed, and the 
time at which it was consumed. Following recent 
consumption the smell of the breath will resemble 
that of the liquor consumed. After the lapse of two 
or three hours the dryness of the tongue and pharynx 
and the passage of alcohol through the circulation to 
the lungs and skin produce a characteristic disagreeable 
smell compounded of stale alcoholic and other organic 
effluvia. In an habitual drinker the excretion of 
alcohol via skin and lungs is increased; this appears 
to explain the cmiously stale odour which often 
pervades habitu4s. The amoxmt of alcohol in the 
blood is an index of the total amount present in the 
body. Also, the amoimt present in the urine is^an 
index of the amount in the blood.^ The routine 
collection of blood, of urine, and even of cerebro-spinal 
fiuid, has been proposed for the purpose of deter mining 
the amount of alcohol present in the body. But the 
effect of a given quantity consumed can be estimated 
only in relation to the general personality reactions of 
a patient; it is not quantitative indulgence, but 
qualitative control which is the medical question at 
issue. Also such tests are at present of questionable 
legality and practicability m the circumstances of 
police medical examination. As a means, however, 
of determining the minimum amount of alcohol con¬ 
sumed they may have their place.* 

ASSESSMENT OF FACULTY IMPAIEMBNT 
Having formed the opinion that a person is under 
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the influence of drink the equally important queation 
arises of assessing the degree, if any, to which, as a 
consequence, the examinee exhibits signs of loss of 
control. To some it may seem that to be under the 
influence of drink should constitute the offence; but 
this view haa no justiflcation in law. It is insufficient 
that a man should be elated, or even that his faculties 
should be impaired in a general, vague, and indefinite 
way. To come within the definition of a legal offence 
it must be shown that the impairment is of such a 
nature and degree as to render him incapable of proper 
control (of a motor car). By proper control is meant 
that degree of efficient control normally exercised by 
average (including “ accident prone ”) persons. It is 
stated* that in several instances selection tests of 
“ normal ” individuals have reduced the frequency of 
road accidents by 40 per cent. The element of “ dis- 
tractibility,” for example, is one which is variably 
prominent in many persons, and is an example of 
faculties in respect of which, it may be thought, there 
should be definite preliminary tests as a condition of a 
driving licence. But proper control does not depend 
upon any such (desirable) scientifically ascertained 
standard of efficiency, and it is important that faculty 
impairment or loss of control should be assessed with 
due allowance for all personality traits, whether 
“ distractibility,” “ absentmindedness,” “ hastiness of 
temper,” “ impetuousness,” and so forth, which are 
characteristic of many sober individuals. 

The court usually requires definite evidence not 
only of particular faculties found to be defective, but 
also of the examiner’s methods and of his interpreta¬ 
tions of the results of observations and tests to which 
the examinee was submitted. Accordingly, all tests 
should be such as (1) are simple and easy of compre¬ 
hension by the average layman; (2) the execution of 
which is easily within the competence of the average 
sober individual; (3) the significance of ,which can be 
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comprehended by a judge and jury. This part of the 
examination, therefore, will depend for its usefulness 
on: (1) a recognition of the various faculties required 
for efficient driving, and of their relative importance; 
(2) signs of impairment of any or all of these faculties; 
and (3) evidence as to whether such impairment is 
wholly or in part due to the recent consumption of 
alcohol. The nature and degree of impairment of 
faculties depends upon (a) the idiosyncrasy, habit, 
aptitude, and training of the individual; (6) the physio¬ 
logical state in relation to food, muscular fatigue, and 
mental exhaustion, including want of rest and sleep; 
(c) the co-existence of disease or injury; (d) the impact 
of shock, including that of arrest; (e) the nature and 
amoimt of alcohoUc liquor consumed; (/) the stage of 
intoxication. 

Alcohol, like other anaesthetics and narcotics, tends 
to produce its effects in stages: (a) the first stage, of 
exhilaration; (b) the second, of irritability and con¬ 
fusion ; and (c) the third, of drowsiness. In the first 
stage the individual shows an excessive and genial 
loquacity and assurance; he is liable to acts of impru¬ 
dence and indiscretion. There are persons of whom, 
in this stage, it is sometimes reported that they “ never 
drive so well as after a glass of whisky.” In the second 
stage inco-ordination is marked, and intellectual dis¬ 
turbance accentuates motor incompetence. The third 
stage, of drowsiness, is responsible for many accidents 
and arrests. Such drowsiness is sometimes temporary 
and may be determined, of course, by physiological 
and pathological factors as well as by alcohol. It may 
be almost cataleptic in type; when, following executive 
acts, postural, manual, and pedal attitudes and 
positions tend to persist after their functional useful¬ 
ness has passed. 

The faculties normally exercised in the driving of a 
motor vehicle, and in respect of which observations 
are made or tests applied are: (a) sense of time, 
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distance, speed, and relation; (6) co-ordination and con¬ 
trol of the neuro-muscular mechanisms, including those 
concerned with visual, manual, postural and pedal 
co-ordination and control; (c) exercise and continuity 
of attention, volimtary and involuntary; concentra¬ 
tion; simple comprehension of external phenomena, 
such as moving objects, signals, etc.; (d) equability 
and stability of emotional reactions; coolness, patience, 
restraint, etc.; (e) executive capacity—^judgment, 
alertness and correctness of response to sudden and 
variable stimuli. 

Selection tests have been devised and directed 
towards the detection of “ accident-prone ” individuals. 
C. S. Myers* enumerates the following “ human quali¬ 
ties ” which are examined: “ Accuracy, speed, and 
regularity of responses to various signals; resistance 
to distraction; efiective distribution of attention; 
vision; ability to estimate correctly the speed, size, 
and distance of other vehicles; readiness to grasp the 
essentials of a dangerous situation and to respond 
appropriately to it; confidence and general road 
behaviour in driving a model car through moving 
scenery.” These qualities can be assessed with con¬ 
siderable accuracy and certainty by means of delicate 
tests applied under laboratory conditions. It may be 
doubted if these laboratory methods can be satisfac¬ 
torily applied under the conditions of police medical 
examination. In the examination of intoxicated 
persons co-operation at the best is spasmodic and 
partial; tests have to be contrived so as to be, when 
necessary, independent of the examinee’s active par¬ 
ticipation; although applied methods, as in the 
handwriting tests, are utilized when necessary or 
possible. 

Actual tests may be described under two heads : 
(1) observational tests; and (2) applied tests. (1) 
Observational tests are directed to: (a) manner and 
behaviour; (6) appearance: condition of face and lips. 
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and of oonjunctivse; untidiness; dribbles of saliva, 
vomit, or liquor on face or waistcoat; (c) hiccup; 
(d) ordinary gait and speech; (e) wakefulness or drowsi¬ 
ness. An intoxicated person left to himself may go to 
sleep; on being awakened confusion is more pronounced. 
Disarrangement of hair, headgear, or of clothing is of 
such a nature as a normal and sober individual would 
easily notice and correct. Facial expression may be 
cheerful, confused, anxious, or drowsy. Persons often 
exhibit normally after driving for a long period without 
food and rest a facial expression of strain and fatigue. 
Persons of education may exert spasmodic and par¬ 
tially successful efforts of self-control during examina¬ 
tion, of which less educated and less intelligent persons 
are incapable. In the examination of individuals who 
are noisy, abusive, boisterous or garrulous the sober 
temperamental characteristics must be sought for: 
people of “ compensatory ” type—^bluff and breezy 
persons—often conduct themselves “ normally ” in a 
way which causes amusement, irritation or annoyance 
to their friends; they are liable to be misunderstood 
and they are abnormally susceptible to the effects of 
alcohol. If such temperamental characteristics are 
suspected it may be as well to seek an opportunity for 
conversation with the individual the next day, in 
order to confirm or revise an opinion of intoxication. 

Certain intellectual faculties can be observed. Does 
the examinee’s mind wander abnormally during 
examination? Does he tend to focus his interest 
absurdly or unreasonably? Does he lose the thread 
of his argument ? Does he indulge in senseless repeti¬ 
tion ? Does he introduce silly or meaningless sequences 
in his remarks ? Is he easily distracted during reading, 
handwriting, or other tests requiring attention or 
concentration of effort ? Can he state the day of the 
week, the date of the month, etc. ? (Many sober persons 
are often unable to give to order the date, and even the 
day of the week.) Is his sense of time reasonably 
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acute or absurdly disordered ? (Many persons nor¬ 
mally” have a very faulty sense of time; women 
particularly fail in this test.) Can he describe reason¬ 
ably clearly familiar routes by which he has travelled ? 

The capacity for combined attention and effort can 
be observed by means of habitual or practised purposive 
acts, such as undressing and dressing before and after 
physical examination. Abnormalities of posture, gait, 
and deportment are often notable by simple observa¬ 
tion. Many intoxicated persons tend to lounge or sit 
in a huddled-up position; some walk jauntily, others 
with slow deliberation; many can walk quite well 
until confronted with some unexpected demand on 
their judgment or equilibrium. Ordinary speech often 
shows at first sight only occasional defects, but 
emotional stress or intellectual effort may provoke 
definite inco-ordination. 

Applied tests to determine impairment of faculties 
include all tests which for their performance require 
the co-operation of the examinee. Should he, for any 
reason, refuse to give his consent to examination, the 
doctor may think it wiser to dispense with them. 
They include tests of habitual acts, such as directional 
gait, picking up an article from the floor; touching the 
tip of the nose with one forefinger whilst standing with 
arms widely extended and eyes closed, and so on; and 
tests of purposive acts requiring competence of special 
senses and of intellectual processes; these include 
turning up an index reference, reading tests, simple 
mathematical tests, handwriting tests. 

Directional gait .—The examinee is asked to walk 
round the room in a given direction, or following a 
leader. Persons whose ordinary walking gait shows 
no marked defect often fail tmder this test. A crooked 
chalk line may be draAvn aroimd the room and the 
examinee asked to follow its direction, it being explained 
that he is not required to keep his feet on the chalk line. 
In the examination of isolated movements carried out 
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to order it must be remembered that any such move¬ 
ment of any part of the body is often more impaired 
when carried out to order as a single isolated act than 
as part of a more complex purposive act in frequent 
use. On the other hand, the simple movement carried 
out to order may succeed when owing to inattention 
or confusion, complex acts of which it is a part fail. 

Handling a cigarette. —This is not, usually, a test of 
choice; but if the opportunity arises we may note 
inattention or inaccuracy in lighting a cigarette: 
the examinee may place the wrong end in his mouth, 
and so on. An intoxicated lady, engaged in conversa¬ 
tion, threw away her lighted cigarette end; she made 
five unsuccessful attempts to place the tip of her shoe 
on the end without interrupting the conversation. 
Her fifth effort seemed to satisfy her, for she executed 
a final scrape in determined style, but the cigarette 
end remained untouched.® 

Turning up an index reference. —This is a test of 
limited application to educated persons, which may be 
observed when the examinee requests permission to 
tmn up a number in a telephone directory. 

Reading tests. —^Thcse are useful tests of visual and 
speech co-ordination, and of the capacity for sustained 
attention and concentration of effort. Passages should 
be selected so as to avoid difficult and technical words 
and unsuitable subject matter. The passages chosen 
should not be too long; but if too short the value of this 
as a test of attention is small. 

Handwriting tests. —^The Report of the British Medical 
Association Committee on Tests for Drunkenness® 
included handwriting among those tests upon which, 
taken by themsdves, little stress can be laid. Certain 
pros and cons are worth considering: (a) Such tests 
can, in some respects, provide convincing as well as 
imassailable evidence in certain cases; (6) they depend 
upon combination of neuro-muscular and mental 
effort; (c) they are delicate tests requiring care and 
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patience for proper application; they cannot be carried 
through hurriedly; (d) they may be executed with fair 
efficiency by educated persons who show definite 
signs, otherwise, of intoxication; (e) they are relatively 
severe tests to apply to uneducated persons whose 
mental faculties are disproportionately affected by 
alcohol ; (f) they require the co-operation of the 
examinee (which, however, is usually given, he being 
perhaps unduly confident). A method for the conduct 
of handwriting tests has been suggested.’ The tests 
are interpreted and judged from two aspects: (1) 
Manner of execution. They may be performed with 
excessive laboriousness or hesitation; the examinee 
may miss or upset the inkpot, break the nib, or cause it 
to splutter unduly. Some excited drunks write with 
exaggerated dash and style. (2) BesultarU efficiency. 
Blots and splutters may be excessive; words written 
inaccurately or illegibly; letters ill-formed or repeated, 
and spelling otherwise absurd; the passage may be 
written in a sprawling fashion without reference to the 
lines on the paper; he may write off the paper on to 
the table; he may be unable to write at all. 
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RECENT ADVANCES IN THERAPEUTICS 

THE TREATMENT OF DIABETES INSIPIDUS 

Although the part played by the posterior lobe of the pituitary in 
regulating normal water metabolism is still obscure, its anti-diuretic 
effect wirii the adjustment of water balance and the correction of 
dehydration in diabetes insipidus has been confirmedbymany workers. 
In Ae efforts made to relieve the patient of the necessity for daily 
hypodermic injections, attempts were made to obtain the specific effect 
of the posterior lobe by the enteral administration of extracts, but 
all attempts proved tot^y ineffective or so variable in their action 
as to be impracticable. A decided improvement in the clinical 
treatment of diabetes insipidus was made in 1922 when Blumgart 
demonstrated complete relief of excess thirst and polyuria by the 
intranasal application of pituitary extract in tlie form of a spray 
or swab as by subcutaneous injection. The technical measures in¬ 
volved were thereby considerably simplified and the discomforts 
which follow frequent hypodermic injections, especially the not 
uncommon unpleasant gastro-intestinal and circulatory side effects of 
the extract, were eliminated. Francis M. Smith (Journal of the 
American Medical Association, March 3 , 1934 , di, 660 ) now shows 
that successful symptomatic treatment of diabetes insipidus can be 
obtained in a still easier and distinctly less expensive manner by the 
nasal insufflation of a dry powdered posterior pituitary preparation. 
The treatment of diabetes insipidus, in common with offler diseases 
requiring prolonged substitution therapy with a glandular product, 
presents a distinct economic problem in many cases. It has been 
found from experience that the powder form of treatment reduced the 
daily cost about 80 per cent. Two cases of diabetes insipidus of 
undermined etiology were studied under standard conditions to 
determine the relative effects of the usual treatment by subcutaneous 
injections of solution of pituitary and a modified treatment by intra¬ 
nasal insufflation of a powdered posterior lobe preparation. Intra¬ 
nasal insufflation of the powder in doses of from 40 to 50 mg. three 
times a day was shown to be as effective in maintaining a normal 
water balance with attendant alleviation of all symptoms as from 
1.5 to 2 c.cm. of double strength solution of pituitary, administered 
subcutaneously. Advantages of the powder treatment include ease 
of application, absence of intestinal, cardiovascular or other complica¬ 
tions, and, most of all, a reduction in cost to less than one-fifth that of 
solution of pituitary. A moderate dietary salt restriction is also 
beneficial in the management of diabetes insipidus. 


THE TREATMENT OF HAY FEVER 

Kehr has published (Die Maiizinische Welt, March 24 , 1934 , 
404 ), an ohaustive report on the treatment of hay fever, following 
an investigation of over two thousand cases. The main interest of 
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the report lies in the instructive alphabetical tabulation of the various 
remedies, ninety in number, which were found to have a definite 
beneficial effect on the attacks. Some idea of the scope of the work 
is given by an alphabetical list of ninety-six methods of treatment 
(many of which are in common use), which were subjected to a foir 
test in a number of cases and were thereby shown to be utterly devoid 
of any effect whatsoever. Of the different treatments tabulated, the 
relative merits are well shown by means of percentages of cure or 
definite amelioration, and in addition Kehr gives his opinion as 
to the real value of each particular remedy. Many of the remedies 
employed are fiuniUar to English practitioners; the value of 
desensitization to pollen, or of novocaine, adrenaline and ephedrine 
applications, for example, is well recognized. A few novel methods 
of treatment were successful. Application of X-rays, in very small 
doses of two minutes duration to the nose, greatly benefited habf of the 
sixty-six patients to whom it was given. (Si^ar short exposures to the 
chest were found to be efficacious in asthma.) A combination of 
calcium lactate with a compound of ephedrine in tablet form was 
more successful in a higher percentage of cases than was either 
calcium or ephedrine alone. In view of the vogue for vaccine 
therapy it is of interest to note that while a mixed vaccine caused an 
improvement in every case in which it was tried, no case gained 
either permanent or temporary complete freedom from attacks. 
The dietetic treatment adopted was strict limitation of animal 
protein, and complete avoidance of raw or half-cooked meats. The 
diet was balanced by an increase in other fresh, uncooked foodstuffs. 
On this diet several patients were permanently relieved of their 
symptoms, and nearly 66 per cent, were greatly improved. The 
article should prove a vduable guide to the treatment of any 
particular case of this distressing summer complaint. 


COD-LIVER OIL SENSITIVITY IN CHILDREN 

Cod-liver oil and its concentrated forms have played an important 
role in the nutrition of infants. But like many other food substances 
they have at times been responsible for “ upsets ” in the allergic child, 
manifesting themselves in the form of vomiting, diarrhoea, urticaria, 
eczema and asthma, or in a combination of these syndromes. Because 
of this frequent complication a search has been in progress for a 
product which could be given to children sensitive to cod-liver oil, 
whose diets, for allergic reasons, have been inadequate in vitamin 
containing foods. One can readily appreciate the likelihood of denud 
caries and the lowered resistance to i^ection in any child whose diet 
must be limited to a few foods, and who in addition is unable to 
tolerate cod-liver oil in any form. Ray M. Balyeat and R. Bowen 
(American Journal of Diseases of Children, March, 1934 , xlvii, 529 ) 
report the cases of four allergic children in whom, owing to the 
addition of cod-liver oil to tiieir diets, various types of allergic 
manifestations developed other than the one for which they first came 
seeking relief, but who manifested no untoward sym^iioms when 
carotene concentrate fortified with vitamin D was substituted. For 
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children who developed allergic manifestations due to cod-liver ofl 
the authors substituted carotene fortified with vitamin D. This 
product has a potency in vitamin A of approximately ten times that of 
cod-liver oil. Because of this richness in vitamin A, one can readily 
appreciate its value for an allergic child whose diet is limited. Since 
carotene, the active principle in the product, is of vegetable origin, 
one wotild naturally expea that a child bom with the ability to 
become sensitive to cod-liver oil would in turn develop a sensitization 
to carotene. However, owing to the method of extracting the principle 
with ether, all plant proteins have been eliminated. It is a hydro¬ 
carbon and is the specific pigment of carrot, hence the name 
" carotene.” The vitamin D component which is added gives it a 
“ D ” equivalent to a regular cod-liver oil. The concentration of 
vitamin D is such that lo drops are eqtiivalent to 3 teaspoonfuls of 
ordinary cod-liver oil. The authors state that they have clinically 
proved to their satisfaction that children sensitive to cod-liver oU 
can take carotene concentrate fortified with vitamin D satisfaaorily. 
This produa was tolerated by four children who after taking cod-liver 
oil had urticaria, vomiting, eczema or diarrhoea. 


THE TREATMENT OF NASAL SINUSITIS IN CHILDREN 

C. G. Kerley and E. J. Lorenze, Junr., publish a study of the 
nasal accessory sinuses in children, based on 452 cases in which 
sinus disease was demonstrated by X-rays, out of 670 examined 
{Medical Record (New York), March 7, 1934, cxxxix, 213). Three 
hundred and eleven of these patients had had their tonsils removed. 
The authors believe that excessive carbohydrate intake renders the 
patient less resistant to upper respiratory infections, and cutting 
down the amount of sugar consumed helped in the treatment of 
sinusitis in children. In only three cases of this entire group were 
surgical measures necessary; in two of these there was an acute 
ethmoiditis and in one a Streptococcus viridans infection of the 
left antrum. In seven cases polyvalent vaccines were employed 
with successful results. Local treatment consisted of five per cent, 
argyrol solution applied on nasal tampons of fifteen minutes’ duration 
at five to seven day intervals for four or five weeks. Morning and 
evening the nostrils were douched with normal salt solution, 
employing a syringe in the older children and instillation by means 
of a mecficine dropper in infants and young children. The silver 
preparations were never prescribed for family use. The authors 
believe that the prompt satisfactory results which they have had in 
the vast majority of patients were due in part to the feet that the 
ostium is larger in proportion to the size of the nasal cavities than 
in the adult, and to the absence of old pathological lesions usual in 
the sinusitis of adults. Further, in the young child the process is 
largely of a catarrhal nature with oedema of the mucous membrane. 
The majority of the patients have been followed up for twelve or 
more months, with few returns of the sinusitis, due, in the author’s 
opinion, to continuing the use of normal salt solution as daily nasal 
douches or instillations. 
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REVIEWS OF BOOKS 

Recent Advances in Sex and Reproductive Pl^swlogy. By J. M, 

Robson, M.D., B.Sc. London: J. and A. Churchill, 1934. 

Pp. z and 249. mustradons 47. Price 15s. 

The author, who has for some time been working at the Institute 
of Genetics of the University of Edinburgh, of which Professor 
F. A. E. Crew is the Director, has in tins new volume of the 
“ Recent Advances Series ” supplied a critical review of sexual and 
reproductive phenomena in relation to the activities of the sex 
hormones in &e female. Research on this subject has been and is 
extremely active, and the published results have been somewhat 
puzzling; there is therefore a real need for an unbiassed presentation 
of existing knowledge. This the author has done, as is perhaps well 
shown by his independent attitude in dealing with the work of his 
colleagues. It is now established ±at the anterior lobe of the 
pituitary controls the activity of the ovaries and produces changes 
of two kinds, namely, in structure—^follicular maturation, ovulation, 
and the formation of luteal tissue—and secretion of specific hormones 
which induce structural changes in the uterus, vagina and Fallopian 
tubes. The ovarian changes are ascribed to pituitary hormones— 
prolan A causing follicular maturation and the secretion of 
folliculin or cestrin, and prolan B bringing about luteinization and 
the secretion of the luteal hormone; but the mechanism whereby 
ovulation is stimulated is not finally settled, and a third gonadotropic 
hormone has been suggested but not proved. (Estrin produces the 
changes charaaeristic of heat or oestrus. The luteal extract 
contains a substance which produces the changes in the uterine 
endothelium essential for pregnancy, which has been called 
“ progestin”; further, the luteal extract ants^onizes the action on 
the uterine muscle of the ozytodn, the hormone of the posterior 
lobe of the pituita^, and maintains the duration of pregnancy; the 
author, working wiA Illingworth, has suggested that there may be 
two hormones of the corpus luteum. The inter-relations of the 
pituitary and ovarian hormones are complex, and the author has 
anal3rsed with care and success the other numerous difficulties and 
problems of reproductive physiology in ffie female. The concluding 
chapter on clinical applications shovrs that the diagnostic procedures, 
such as the Aschheim-Zondek test for pregnancy, have made 
important and even spectacular results, whereas the therapeutic 
results have been comparatively meagre and disappointing. 

Vital Cardiology: A Neva Outlook on the Prevention of Heart 

Failure. By Bruce Williamson, M.D., M.R.C.P. Edinburgh: 

E. & S. Livingstone. Pp. 352. Price 15s. 

In this treatise. Dr. Williamson has embodied his views on 
cardiology. He bids m start by relegating our preconceived ideas to 
the back^ound, and in succinct and accurate lan g ua g e succeeds in 
showing that the only reasonable metiiod of approach is with cell- 
activity as the basis. After summarizing the known physitdogical facts 
regard^ the heart, he demonstrates that the essential ffictors for 
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cardiac economy depend on rate and force, and lightly claims 
that Aese two factors are all too frequently forgotten in a welter of 
8i(^issues, of which electrocardiography is the best example. 
Apologetic^y, he even condemns the murmur-hunting stethoscope, 
am urges that this instrument tends to divert the clinician from the 
true perspective of cardiac disease. The chapters on tachycardia, 
probably the best in the book, show its importance as regards 
coronary circulation and myocardM nutrition, for these depend almost 
entirdy on diastole, at the expense of which all increases in rate are 
effected. We are introduced to a valuable new test—the apnoea 
test —which is daimed to distinguish the unimportant and 
trivial tachycardias, e.g. the psychic, from those which are of moment 
and urgently call for treatment. Throughout the book the author 
pleads for the introduction of treatment at an earlier stage than is 
practised at present, and is undoubtedly right in asserting that there 
is no valid reason why the information gained at the periodic examina¬ 
tions in schools should not be passed on to the family ph)rsician. 
The inauguration of a scheme to maintain health by the examination 
of adults will certainly come to pass—^to some extent it is already 
established in America; and we are constantly reminded that in no 
vital system is such pre-symptom examination more important than 
the cardio-vascular. Symptoms and treatment are set forth with 
great darity, and a valuable index makes reference easy, although 
(and this is high praise) the greatest benefit will accrue by reading the 
work as a whole. The only possible bone of contention is a complete 
lack of references, but the personal and at times informal style is 
suffident apology for their absence. The publishers are to be 
congratulated on the excellent paper and type, and on a most successful 
if unusual binding. 

Clinical Studies on the Physiology of the Eye. By J. Grandson 

Byrne, M.A., M.D. London: H. K. Lewis and Co., 1934. 

Pp. 138. Illustrations 49. Price los. 6d. 

The author has undertaken this work as an aid to dinidans in 
the practical application of the results of his experimental work in 
certain ocular phenomena. He describes bis conception of the 
afferent paths as divided into critical and affective s3rstems; and 
discusses the pupillary, palpebral and lens effector mechanisms. 
Chapters are devoted to paradoxical pupillary widening, following 
somatic lesions, and paradoxical pupillary constriction and the 
i p<^rlianism of accommodation; also pseudo-paradoxical pupil 
dilatation following lesions of the somatic afferent paths and Ae 
afferent paths serving the skin and viscera; and anisocoria. The 
Argyll Robertson phenomenon is discussed in three chapters, with 
case reports and the details of a very complete pathological examination 
made after the death of one of the patients. In chapter 13, which 
with the diagnosis of visual disorders, the author stresses the 
importance of tak^ a wide view of every case, and he main tains 
that “ ophthalmology should be undertaken only by one who has 
had a thorou^ training in general medicine followed by a long 
period of general practice.” The examination of the patient should 
be directed towards an investigation of his psychological make-up, 




638 


THE PRACTITIONER 


his general physical state and the parts played by the endocrine 
glands and vitamins. Chapter 14 is devoted to some criticisms of 
dte treatment of disorders of acconunodation. The author deplores 
the protracted use of glasses for such conditions and states that 
while g^ses may be a means of temporarily relieving overstrain, 
when recovery t^es place rest and exercise of the ooilar musdes 
should be judiciously alternated. In his opinion glasses, particularly 
when prescribed as an aid for distantvision and correcting astigmatism, 
prevent the proper use of the external ocular musdes co-ordinatdy 
with the musdes of the limbs and trunk in die avoidance, approadh 
and standstill reactions. The beneficial effects of exercise of these 
musdes is obtained not by artificial ocular exercises but by ^e alert 
and natural use of the eyes in playing games. This book interest 
physiologists, research workers and clinicians in general medidne, 
neurology and ophthalmology. Some of the opinions expressed are 
unorthodox and should be read in a critical spirit. 

Diseases of the Eye. By Sir John Herbert Parsons, C.B.E., D.Sc., 
F.R.C.S., F.R.S. Seventh edition. London: J. & A. Churchill, 
Ltd., 1934. Pp. 676. Figs. 353; 21 Plates. Price i8s. 

That this excellent textbook of ophthalmology has reached its 
seventh edition is suffident testimony of its value to medical 
practitioners and students. It already enjoys an exalted place in the 
ranks of medical textbooks and its high standard of work is well 
maintained throughout this edition. On account of the great advance 
in the knowledge of the physiology of the eye in recent years the author 
has rewritten chapter 2, dealing mainly with the circulation of the 
intra-ocular fluids and the intra-ocular pressure. Sections are 
devoted to anatomy; the methods of examination of the eye; the 
pathology of the ocular structures; refractive errors and anomahes of 
accommodation; disorders of mobility of the eyes; S3anpathetic 
diseases; diseases of the ocular adnexa and preventive ophthalmology. 
Modem methods of treatment are incorporated and the book is amply 
illustrated with photographs, photo-micrographs, diagrams and 
coloured plates. The dupters dealing with the causes and prevention 
of blindness and the hygiene of vision have been enlarged. Appendix i 
gives a useful summary of the principal points in the pr eliminar y 
investigation of the patient. Appendix 2 contains some valuable 
therapeutic notes about lotions, pigments, ointments, drops, hot 
bathings, local anassthesia, serum and vaccine therapy, the treatment 
of syphilitic affections, and the care of surgical instruments. 
Appendix 3 gives details of the visual requirements of candidates for 
admssion into the public services. The book is admirably and lucidly 
written and throughout combines the mature wisdom of the scientist 
with the practical knowledge of the clinician and teacher in presenting 
a balanced account of ophthalmological problems. 

Treatment in General Practice. By Harry Beckman, M.D. Second 
edition, revised and entirely reset. Phila^phia and London: 
W. B. Saunders Company, 1934. Pp* S89. Price 45s. 

Dr. Beckman’s book on treatment in general practice has proved 
very popular in America, where the mt edition was publi^ed 
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in 1930 and leprinted in 1930 (twice), 1931 (twice), and 1933. It is 
easy to understand this success, tor the book is very readable, succinct 
and definite in its indications of treatment. Now and then we were 
inclined to think its account of certain methods of treatment almost too 
brief to be of real value to the practitioner, but it must be admitted 
that in such cases the methods were alternative to others. Among 
the new sections are an evaluation of the Felton serum in pneumonia, 
a review of agranulocytosis, food allergy, hyperinsulmism, new 
treatments of hiccough, and an exhaustive consideration of eczema. 
English practitioners should find Dr. Beckman’s book as useful as 
their American colleagues have undoubtedly done. 

life in the Making: The Story of Human Procreation. By Alan 
Frank Guttmacher, Associate in Obstetrics, Johns Hopkins 
University. London : Jarrolds, 1934. Pp. 288. Illustrations 8. 
Price los. 6d. 

This volume has a rather striking jacket which will probably 
appeal to some lay readers, for whose instruction it is more likely to 
effective than for serious medical men. It is brightly written in 
six parts, headed —“ How life begins,” “ sexual rhythms,” “ male 
and fera^e,” “ sex determination,” “ sterility and fertility,” and 
“twins.” It contains many interesting and curious instances and 
records of the past; for example, the story of an Italian woman who 
had twenty children at two births, nine at the first and eleven at the 
second, and that of the order of the Skoptsi which originated in Russia 
in 1757 as an offshoot of an austere Quaker group, who practise 
castration. This remarkable sect has been violently persecuted in 
Russia and has largely migrated to Rumania; they believe that their 
founder is still alive and will ascend the Russian ±rone some time 
and then compel the world to adopt universal castration. On the 
back of the jacket it is stated that the author is an identical twin, his 
brother being a well-known criminologist. 


Damaged Lives : The Novel of the Film. Adapted by C. J. Eustace. 

London and New York: Putnam and Co., 1934. Pp. 121. 

Price 3s. 6d. 

This is the text of a film used as propaganda in the combating of 
venereal disease, and comes out with the backing of the British 
Social Hygiene Council. Mrs. Neville Rolfe, the Secretary of the 
General ^undl, writes an admirable introduction showing the 
dangers the young run, from insufficient knowledge, of contracting 
syphilis and gonorrhcea and recommends “ Damaged Lives ” as a 
story typical of real life treated with knowledge and restraint. In 
an appendix Dr. Drummond Shiels, the medical secretary, gives 
an account of the work of the British Social Hygiene Coimdl which, 
founded in 1914 before the war, changed its name from The National 
Council for Combating Venered Disease to that of the British Social 
Hygiene Council in 1925. The story, which is laid in New York, 
is tragic and well adapted for its purpose of instructing those who 
do not realize the catastrophes due to venereal disease. 
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NOTES AND PREPARATIONS 

Ortho-gynol 

Ortho-gynol is a new contraceptive, introduced by Messrs. 
Johnson and Johnson, Ltd. (Slough, Bucks.), who state that it is 
both an effective mechanical barrier and contains a satis&ctory 
spermicide, while it is non-irritating and does not destroy the natural 
vaginal flora or secretions. The ingredients are boric add, 
oxyquinoline sulphate and glycerine, contained in a water-soluble 
vegetable gum base, which dissolves very slowly in the vaginal 
secretions. It is prepared in tubes, witb each of which is an 
applicator so that the contraceptive can be effectively applied. 
The manufacturers will send a sample to any member of the medical 
profession who mentions The Practitioner, and it is to be hoped that 
medical practitioners will keep accurate cUnical records of the effects 
and value of this new contraceptive. 

“ MOTHERHOOD ” 

“ Motherhood ” is the title given to a very attractively produced 
“ guide for mothers ” which is published by Messrs. Cow and Gate 
(Guildford, Surrey), and of whi^ a fourth edition has just appeared. 
Although this booklet is frankly published by a firm which manufac¬ 
tures various well-known infants’ foods, it is much more than mere 
propaganda for their own products. The fourth edition has been 
completely revised and enlarged; die first part deals with the mother 
and particularly the nursing mother, the second part with the baby, 
the importance of breast feeding being emphasized, the third part 
with the baby’s health, and the fourth part with feeding and care, 
including the care of the baby overseas. 

BAD NAUHEIM 

The fame of Bad Nauheim as a centre for the treatment of 
affections of the heart is well known, and this spa has now decided 
to arrange inclusive terms for visitors, to include hotel or pension, 
with board, attendance, heating and light, along with the fees for the 
course of baths and for medical attendance. Special medical services, 
such as X-ray examination, etc., will be extra. There are three 
groups of inclusive cures, RM. 290, RM. 330, and RM. 380 (the rate 
of exchange is 13 register marks to £i). The larger hotels which 
do not belong to these three price groups have published a special 
folder on inclusive terms, which can be obtained on application to 
the Kur Direktor, Bad Nauheim, Germany. 

SANOCRYSIN AND OLEO-SANOCRYSIN 

Messrs. H. R. Napp, Ltd. and 4 Qements Inn, Kingsway, 
W.C.), state that as from April i they have been appointed sole 
distributors in the British Empire (excluding Canada, Austrtdia and 
New Zealand) for sanooTsin and oleo-sanocrysin, the gold salt 
preparations employed in the treatment of tuberculosis and 
rheumatoid arthritis. 
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NON-MALIGNANT CONDITIONS 
OF THE TONGUE 

By STANFORD CADE, F.R.C.S. 

Surgeon to Out-Patienta, Westminster Hospital; Surgeon, Mount 

Vernon Hospital. 

O F the numerous non-malignant pathological con¬ 
ditions affecting the tongue, I have selected the 
following few for description as they present certain 
difficulties as regards diagnosis or treatment. 

ENIiAKGED PAPILLA FOLIAT-® 

The papillae fohatae are part of the normal gustatory 
apparatus. They are' situated on each side of the 
postero-lateral border of the tongue, immediately in 
front of the anterior pillar of the fauces. They are 
covered with mucous membrane, vary in size and in the 
number of lobulations. A good light is necessary for 
their inspection, the tongue is pulled forward and to 
the opposite side and the cheek retracted; this stretches 
the pillar of the fauces and brings into view a series of 
small elevations, irregular in size and extending over 
an area of about one square centimeter. The normal 
appearance of the papiUse foliatae varies from a slight 
elevation to a definite aggregation of four or more 
nodules separated by folds of mucous membrane. 

In the vast majority of people the presence of well- 
developed papillae is ignored, but from time to time a 
patient becomes aware of their existence either from 
casual inspection of his mouth in a mirror or from a 
slight discomfort probably due to inflammation. I 
have also seen patients in whom hypertrophy of the 
papillae was suspected to be an early neoplasm, either 
by the patient himself or by his practitioner. The 
frequency with which such cases are seen is an indica¬ 
tion that the importance of early diagnosis of malignant 

8 s 
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disease is at last beginning to be recognized. 

Hypertrophy of papillae foliatse is either congenital 
in origin, when the gustatory apparatus itself is over¬ 
developed, or inflammatory, when the lymphoid tissue, 
which is part of the normal structure, is affected. It 
is chiefly the latter type which causes the patient to 
seek advice. The clinical history of such cases is that 
following an attack of tonsiUitis or pharyngitis dis¬ 
comfort was noticed in the lateral aspect of the tongue; 
it never amounts to actual pain and the symptoms are 
slight. It occurs in both sexes in middle-aged people, 
and on examination it is found that the papillae are 
somewhat oedematous and the mucous membrane 
reddened. The importance of this condition is the 
differential diagnosis. The characteristic site and 
extent of the papillae, the fact that they are bilateral, 
that the mucosa is normal, and that no induration is 
felt on palpation should be sufficient to show the true 
nature of the condition. Treatment should be confined 
to a mild mouth-wash or local application of tincture of 
iodine once or twice. 

LEUKOPLAKIA 

Leukoplakia is the commonest form of chronic 
superficial glossitis. It is characterized by the dis¬ 
appearance of papillae, and keratinization of the 
epithelium followed by formation of scar tissue. 
Clinically, there are patches, milk-white or pearl 
coloured, oblong, oval, lozenge-shaped or serpiginous. 
The commonest situation is the dorsum of the tongue, 
but they occur also on the buccal mucosa and on the 
gums, and at times on the floor of the mouth. It is a 
disease of the true dermal layer and is definitely pre- 
cancerous. It occurs in middle life in men and women, 
and is nearly always the consequence of chronic irrita¬ 
tion. Syphilis, dental sepsis, trauma from teeth or 
dentures, smoking, alcohol and spices have all been 
blamed as etiological factors; no doubt this is true, 
but a predisposition to the disease must be recognized 
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and it must be emphasized that leukoplakia often 
occurs in patients free from any syphilitic taint. 

Clinically the appearance of the tongue varies with 
the stage of the disease from the single red, smooth 
“ smoker’s patch ” to a complete loss of papilke, 
fissuring and presence of white patches. Symptoms 
are slight and the disease, as a rule, has been present 
for many years before advice is sought. 

Treatment of chronic superficial glossitis .—^Treatment 
varies with the stage and extent of the disease. For 
practical purposes it can be subdivided into three 
groups:—(1) chronic superficial glossitis, with loss of 
papillae, fissmes, but absence of white patches. In 
such cases treatment consists of (a) oral hygiene, 
dental attention, mild mouth-washes, abstinence from 
tobacco, alcohol, and spices; {b) heliotherapy, prefer¬ 
ably by the Kromayer lamp, which should be given 
by an expert in moderate doses, never producing a 
violent reaction. (2) The single “ white patch.” This 
should be excised with the knife, and not by diathermy. 
(3) Extensive white patches, with heaped-up warty 
epithelium. This is definitely a pre-cancerous condition. 

Since the publication by Cramer of the effects of 
radium on pre-cancerous conditions, I have tried 
radium treatment on this third type of chronic glossitis. 
Radiation can be given either by means of intra-oral 
applicators carrying radium or by the interstitial 
method. Indifferently screened radium is used (0*5 
mm. silver or 0-3 mm. gold). If interstitial radiation 
is used the seeds are withdrawn at the end of 48 hours. 
A typical radium reaction follows, which is painless 
and subsides in 14 days. Peeling of the tongue occurs 
and leukoplakial patches disappear. The end result is 
a smooth, pink tongue covered with epithelium devoid 
of papillae, not unlike the normal buccal mucosa. I 
have employed this method for the past 18 months 
and am so far satisfied with the results. 

It must be emphasized that application of caustic 
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to patches of leukoplakia precipitates the development 
of cancer and should never be used. 

ACUTE MULTIPLE ULCERS 

Acute multiple ulceration may be part of a general 
stomatitis or may be limited to the tongue and floor of 
the mouth. It is essentially a recurrent condition of 
imknown etiology; it occurs at all ages and in both 
sexes. The ulcers are small, have a grey surface and a 
red border; each ulcer lasts only a few days, but the 
patient may have a series of lesions lasting several 
months. Treatmevi consists in oral hygiene and an 
application of 2 per cent, solution of chromic acid to 
the lesion and small doses of iron. 

Herpes attacks the tongue as other parts of the body; 
the characteristic lesion consists of a series of vesicles 
which soon rupture leaving a shallow ulcer. Pam 
varies, and may be slight or severe and unbearable, as 
in other forms of herpes. The disease chiefly affects 
children between the ages of three months and six 
years; it is accompanied by fever, malaise, loss of 
appetite, constipation, fcetor of the breath, and swelling 
of the submaxillary glands. Trealmetd consists of saline 
aperients, local application of glycerine and borax, mild 
mouth-washes and the administration of radiostol, 
calcium and iron. 

HAIRY TONGUE 

This condition is of rare occurrence. It is charac¬ 
terized by hypertrophy of the Aliform papillae in one 
part of the tongue—^a triangular area in front of the 
circumvallate papillae. Needless to say, no hairs are 
present, but the papillae grow to such an extent as to 
give the condition the appearance of hair. The con¬ 
dition is also known by the name of nigrities or melano- 
glossia from the dark colouration of the elongated 
papillae; the colour at times black, but more often 
brown, is apparently due to bacterial infection. The 
tongue itself is healthy and there is no induration of the 
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deeper layers. It is frequently seen in mentally 
deficient patients. Treatment consists in scraping the 
affected part of the tongue with a spatula and the local 
application of a 2 per cent, solution of salicylic acid. The 
condition often disappears spontaneously. If resistent, 
X-radiation will rapidly lead to shedding of the elongated 
papillae. 

N^VI, ANGIOMAS, LYMPHANGIOMAS 

Vascular tumours of the tongue are not uncommon. 
They are, as a matter of fact, the commonest innocent 
tumours found in the tongue. They are grouped in 
three classes : those on the sm^ace of the tongue— 
naevi; deep-seated tumoms arising in the substance of 
the tongue and eventually growing to the surface— 
angiomas; and primary tumours consisting of dilated 
Ijnnphatics forming vesicles and secondarily leading to 
mixed vascular tumours—^lymphangiomas. 

Ncevi, as a rule of the capillary type, may occur as 
single or multiple lesions on the tongue, lips, gums and 
buccal mucosa. They may be congenital or may occur 
first in childhood. They are painless, but bleed easily 
and profusely. The cavernous type or ncevous angiomas 
are more extensive in size, covered by normal epithe¬ 
lium, compressible without pulsation, of a blue or 
livid hue. Treatment is essential, as the risk of haemor¬ 
rhage is always present and if left imtreated they tend 
gradually to increase in size. Small capillary naevi can 
be excised, obliterated by carbon dioxide snow, or 
coagulated by the diathermy; naevous angiomas can 
be either excised or treated by diathermy; COg snow 
is not applicable; injection of sodium urethane, salicy¬ 
late or sodium morrhuate on the lines used for varicose 
veins could on theoretical grounds be tried, but no 
reports of this treatment are available. 

Lymphangiomas or l 3 nnphatic naevi are formed by a 
group of dilated lymphatic spaces producing vesicles 
upon the dorsal surface of the tongue. Between the 
vesicles and protruding into the interior of the vesicles 
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are bright-red capillary loops. If a capillary loop 
ruptures into the interior of a vesicle, the colour of the 
vesicles changes to bluish black. Clinically they form 
vascular tumours consisting of a conglomeration of 
white, blue and red vesicles; they may be situated in 
any part of the tongue, anteriorly, where they are 
easily seen, or in the valleciila where they are only 
seen with the aid of a laryngeal mirror. The condition 
may be xmilateral or involve the whole tongue. It is a 
slowly progressive disease leading to defects in speech, 
haemorrhages, and occasional ulceration. Attacks of 
inflammation, no doubt due to infection, occur from 
time to time, and are followed by a progressive enlarge¬ 
ment of the tongue. The condition is extremely 
sensitive to radiation, and the results from radium 
have been so good that excision of these tumours 
should never be contemplated as the first therapeutic 
measure. Records of cases of lymphangioma of the 
tongue treated by radium ds-te back to ten years, and 
the method can be considered as having proved its 
value and is not associated, in expert hands, with the 
risks attendant on excision. 

TUBERCULOSIS OF THE TONGUE 

The great majority of these cases are secondary to 
tuberculosis of the respiratory tract. Primary tuber¬ 
culosis of the tongue is very exceptionally found, the 
tongue being apparently resistant to the tubercle 
bacillus. Infection may occur after injury to the 
mucous membrane, from bacilli present in the sputum 
or by direct spread in cases of lupus of the face. The 
lupus form is seen in young women, whereas men form 
the greater proportion of cases due to pulmonary 
disease. The commonest site of tuberculous ulcer is 
the tip of the tongue, but they are also foimd on the 
frenum and on the lateral borders. 

The clinical varieties seen are : (1) Miliary tubercles, 
as a rule a terminal phenomenon, and always associated 
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with miliary tuberculosis of the lungs. (2) Tuber¬ 
culoma, later becoming a cold abscess. (3) Superficial 
ulceration with fissures. (4) Deep ulceration, with a 
pale granulated base covered with mucus, with 
bevelled edges, redder than the surrounding tissue and 
no surrounding induration. Small satellite ulcers may 
be present. At first painless, the lesion becomes 
increasingly painful as the disease progresses, tiU 
extreme tenderness makes eating a very real ordeal. 
Enlargement of submaxillary glands is the rule. The 
appearance of tuberculous ulcers on the tongue is of very 
grave prognosis, death resulting within 18 months or 
two years. With treatment, however, the lesions may 
be made to heal at least for a time. During recent 
years a number of cases have been reported with 
complete recovery, due no doubt to improved methods 
in the treatment of pulmonary tuberculosis. 

Treatment .—^The first essential is to observe the 
principles of treatment of tuberculosis generally, as the 
lesion on the tongue must be regarded as a local 
manifestation of a generalized infection. Active 
measures to the tongue are dictated by the general state 
of health and the local condition. If surgical measures 
are decided upon and the local lesion is suitable for 
excision, surgical diathermy is preferable to the scalpel, 
as thus the l 3 anphatics are sealed off, haemorrhage is 
lessened and the spread of infection minimized. 

If a tubercxdous ulcer be excised with the diathermy 
needle, suturing is not advisable as the stitches are 
hkely to cut through and infection along the suture 
lines is probable, whereas a raw surface left after dia¬ 
thermy excision heals rapidly. The selection of cases 
suitable for treatment requires a good deal of judgment, 
and co-operation between physician and surgeon is 
here, as in aU cases of tuberculosis, greatly desirable. 
If surgical measures are contra-indicated, radiation 
therapy should be considered. Ultra-violet rays applied 
bya small water-cooled mercury vapour lamp (Eidinow, 
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Kromayer) has proved a great boon both in cases where 
excision is impossible and after diathermy excision. 
Superficial ulcers usually respond favourably to treat¬ 
ment. Chronic lesions with peripheral fibrosis and 
those not responding to light treatment, will benefit 
from X-radiation or surface application of radium, 
similarly to cases of lupus. 

ACTINOMYCOSIS 

This infective granuloma is caused by the ray fungus 
and belongs to the group of the streptothricese. Sixty 
per cent, of all cases occur in the head and neck, and 
not imcommonly the tongue is affected, primarily or 
together, with adjacent tissues. Although regarded as 
rare in man, I have seen a dozen cases in the past ten 
years. The lesion may be a single hard nodule or 
extensive infiltration of half the tongue; its “hardness” 
is characteristic, and actinomycosis should be suspected 
in all subacute or chronic swellings in the mouth. For 
a long time the epithelium over the swelling may 
remain normal. On exploration only a small amount 
of pus is found, but the t 3 ^ical “ sulphur granules ” 
are diagnostic, and examination under the microscope 
confirms the diagnosis. The prognosis in early cases is 
good with intense iodine administration. But iodization 
combined with radiation by X-rays or radium is 
unquestionably the most successful treatment to-day. 

Most cases of actinomycosis of the mouth, even those 
with well-established sinuses and involvement of the 
cellular tissues of the neck, can be completely arrested 
by the combined methods. Heroic doses of iodine 
can be given daily. My own cases are given: ( 1 ) 
colloidal iodine, 3ii t.d.s.; (2) French tincture of 
iodine, iii t.d.s.; ( 3 ) potassium iodide, gr. 60 t.d.s. 
So that iodine in some form is given every two hours 
throughout most of the day. Intravenous administra¬ 
tion of colloidal iodine presents no advantage. Very 
large doses are, in my experience, tdlerated much 
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better than smaller doses. Iodine must be continued 
till all signs of the disease have disappeared. Radiation 
is intermittent, always external, and requires specialized 
knowledge to be given with safety and efficiency. If 
fluctuation occurs, a small incision or incisions are 
made in the tongue and the pus evacuated. 

LINGUAL THYROID 

This is a congenital abnormahty. It may be asso¬ 
ciated with a thyro-glossal cyst, with aberrant thyroids 
elsewhere (in the submental region), or it may represent 
the only thyroid tissue, the normal thyroid being 
rudimentary. The lingual thyroid is, as a rule, situated 
in the vallecula, and the patient may go through hfe 
in total ignorance of its existence. It may be discovered 
accidentally and give rise to difficulty in diagnosis. 
It varies in size, is purplish red, mamillated or cystic. 
In young girls, swelling concomitant with menstrua¬ 
tion may attract attention to it at puberty. At times 
haemorrhage reveals the presence of a lingual thyroid. 
Each case should be considered on its merits; the great 
majority of cases require no treatment, and it cannot 
be emphasized too strongly that the mere presence of 
a lingual thyroid is no indication for its removal. 
Excision is, of course, definitely contra-indicated in 
the absence of symptoms, or if the lingual thyroid is 
the only active thyroid gland. However, if the tumour 
bo large or haemorrhage frequent, or if the nature of 
the swelling be unknown or suspected to be malignant, 
biopsy is indicated. This should be done under gas 
and oxygen anaesthesia administered through a nasal 
catheter passed into the trachea and the pharynx well 
plugged. The diathermy needle should be used and 
haemorrhage fully controlled. 

DIFFERENTIAL DIAGNOSIS OF NON-MALIGNANT CONDITION 
OF THE TONGUE 

The most important practical point in the diagnosis 
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of various non-malignant conditions of the tongue is 
their differentiation from malignant lesions. It is, of 
course, important to know whether an ulcer is syphilitic, 
tuberculous or traumatic, or if a tumour is a surgical 
curiosity, such as a lipoma or fibroma, but the essence 
of differential diagnosis is the distinction of benign 
from malignant tumours. It often happens that the 
practitioner forgets that a positive Wassermann re- 
S/Ction, the presence of a sharp carious tooth, or tubercle 
bacilM in the sputum, are not in any way a guarantee 
that malignant disease is not present, and many a 
tongue typically syphilitic has been allowed to become 
the seat of quite inoperable carcinoma while energetic 
anti-syplulitic treatment was being carried out. There 
is only one possible route to safety—^no lesions in the 
tongue should remain imdiagnosed, intervals between 
observation should never exceed two weeks, and a 
biopsy should be done in every case if there is the 
least suspicion of malignancy. The absence of enlarged 
glands, like most negative signs, is quite valueless in 
assessing the nature of a lingual lesion. 

Once the main diagnosis—exclusion of malignant 
disease—^has been established, the secondary diagnosis 
of the actual nature of the non-malignant condition 
can be arrived at with fair ease and accuracy. In 
treatment the following principles should be remem¬ 
bered; (1) The “silver nitrate pencil” has caused more 
cancers than it has cured benign lesions, and caustics 
should never be applied. (2) Teeth, if not absolutely 
sound, are better sacrificed. (3) General principles of 
therapeutics are applicable to the tongue. (4) Surgery 
has found in recent years helpful therapeutic aids in 
diathermy, heliotherapy, radium and X-rays. (5) 
Attention to general health is important. (6) The 
use of vaccines, autogenous or otherwise, has been the 
cause of delay in adequate treatment and has proved 
in the mouth a surprising failure. 
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THE SALIVARY GLANDS, IN AS 
FAR AS THE MOUTH IS 
CONCERNED 

By HAMILTON BAILEY, F.B.C.S. 

Surgeon, Royal Northern Hospital; Consultant Surgeon, 

Essex CourUy Council, 

T he multiplication of instruments and apparatus 
designed to reveal hidden pathological conditions 
sometimes makes the practitioner lament that he 
lacks facilities for special examination. In the case of 
the mouth this is certainly not true. Seated in his 
consulting room, armed with little more than an 
electric torch and a spatula, he can, if he will, become 
a master of intra-buccal living pathology and diagnosis, 
for his opportunities are unrivalled. Viewed from this 
angle, examination of the various integrant parts of 
the buccal cavity is imbued with greater interests, 
not the least of which, in relevant cases, is the scrutiny 
of the salivary apparatus. The secretory organs 
which discharge their products into the mouth are 
numerous; there are the parotid, the submaxillary, 
and the sublingual glands, the gland of Blandin and 
Nlihn, the palatal glands, the molar glands, and a 
myriad of small mucus-secreting units dotted over 
the floor of the mouth and the buccal aspect of the 
cheek. This article deals with the diseases of these 
glands in so far as they affect the mouth. 

SUBMAXILLARY SALIVARY CALCULUS 

Wharton’s duct and the submaxillarj'^ gland are by 
far the commonest sites for a salivary calculus, 
It is remarkable that this condition often remains 
undiagnosed for long periods. There are various 
clinical types: (a) A swelling in the svhmaxillary triangle 
is often a leading feature (Fig. 1). Enlargement of 
the gland before or during meals is pathognomonic of 
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the condition:— 

A barber, aged 61, for forty years had noticed a swelling in the 
right submaxillary region. “ Most noticeable after eating goose¬ 
berries, or anything tart.” For four months the swelling had been 
larger and very painful. A large salivary calculus was removed 
from the posterior portion of Wharton’s duct. 

(6) Salivary colic typically occurs at the commence¬ 
ment of a meal. The pain is often severe, is described 
by the patient as “ like tooth-ache,” and on this account 
he is liable to be referred to the dentist, (c) The patient 
complains of “ something under the tongue” When 
the offending object is a calculus, it usually means 
that the stone is impacted in the ampulla of Wharton’s 
duct, or is partially extruding therefrom, (d) As a cause 
of lingual neuralgia: The lingual nerve passing to the 
tongue hooks around Wharton’s duct, consequently 
the pain caused by a stone is sometimes referred. 
The pain is described by the sufferer as “ shooting 
down the side of the tongue.” 

Physical examination.—Irospection: A piece of dry 
gauze is inserted under the tongue and the patient 
is given a small section of lemon to suck while he 
keeps the gauze in place with his linger. He now 
opens his mouth, and rotates the tongue upwards and 
backwards. The gauze having been removed, the 
dried floor of the mouth is inspected in a strong light. 
Saliva can be seen flowing and occasionally being 
ejected from Wharton’s ducts. In the case of an 
impacted calculus there will be little or no secretion 
from the affected side; possibly a stone can be observed 
actually shining through the mucous membrane (Fig. 2). 
When secondary infection has supervened, the ampulla 
is inflamed or pus can be seen exuding. Palpation: 
The submaxillary gland consists of two parts, a buccal 
and a cervical. An enlarged submaxillary lymphatic 
gland has no intra-buccal extension. It is therefore 
possible to differentiate between an enlarged sub¬ 
maxillary sahvary and an enlarged submaxillary 
lymphatic gland by bimanual palpation (Fig. 3). After 
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the gland has been palpated, the fingers are moved 
forward and the whole course of Wharton’s duct is 
examined systematically. By this means it is often 
possible to diagnose with precision a calculus located 
within the more hidden (posterior) reaches of the duct. 
Radiology: In difGlcult cases where the stone, or 
stones, are situated within the gland itself. X-ray 
examination does not reveal them regularly. Stones 
in Wharton’s duct as a rule show well, but so accurate 
is physical examination in this situation that the 
X-ray becomes a matter merely of academic interest. 

Treatment .—^The chances of the stone passing 
naturally are too remote to justify an expectant 
attitude. In the case of a calculus in the anterior 
tvx>-thirds of Wharton’s duct, removal of the stone is 
simple. The floor of the mouth is infiltrated with a 
little 1 per cent, novocaine, and the duct is slit up. 



Probe-pointed scissors for slitting up Wh€uiK)n*s duct. 


The probe-pointed scissors which I designed for this 
purpose facilitate the manoeuvre. Once the duct 
is laid open, the calculus can be extracted with 
ease. Relief is immediate, there is hardly any bleeding, 
and a simple mouth-wash is the only after-treatment 
necessary. The removal of a stone from the posterior 
third of Wharton’s duct is more tedious. Not only is 
this region less accessible, but a stone here has an 
irritating way of slipping back into the gland and out 
of reach just as everjdihing is ready for its removal. 
It is therefore as weU to explain to the patient that 
the submaxillary gland may have to be removed, 
and to have the area prepared in case this step should 
be necessary. Even in this situation the operation 
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can be undertaken under local anaesthesia. The duct 
is slit up in the usual manner. Pressure is then exerted 
on the submaxillary gland by fingers of the left hand 
from without. If the stone is not extruded readily, 
the gland is pushed well up and a small hollow scoop 
applied behind the stone. Alternatively, the calculus 
having been “ fixed ” by a sterile bent pin applied 
behind it, it can be extracted through a longitudinal 
incision directly over the stone. Extirpation of the 
svbmaxiUary gland is indicated when there is a calculus 
or calculi within the gland, in cases of recurrent calculi, 
when chronic inflammation of the submaxillary gland 
persists after removal of the stone which caused it, 
and in cases of stricture of Wharton’s duct imreUeved 
by slitting. The best incision is one parallel to the 
mandible, half an inch below its inferior border. On 
sixteen occasions I have removed the gland for calculi 
or their aftermaths by this route. In every instance the 
result has been pleasing and the scar almost invisible. 

BANULA 

Simple ranukt .—Simple ranula is a chnical entity. 
When the patient opens his mouth and lifts up the 
tongue a transparent cystic swelling can be observed. 
Tortuous veins can be seen traversing over it, and at 
one point near its apex the buccal mucous membrane 
seems to be deficient, as though the cyst was bursting 
through its coverings. An opaque strand can often 
be made out coursing over the wall—^this is Wharton’s 
duct, which is displaced, but takes no active part in 
the pathological process (Fig. 4). Pathologically, a 
simple ranula should be regarded as a m 3 rxomatous 
degeneration of a mucous gland. The gland at fault 
may be the sublingual, the gland of Blandin and Niilm, 
or one of the solitary glands studded over the buccal 
mucous membrane. The gland of Blandin and Niihn 
is a variable structure which is sometimes situated 
further down the inferior surface of the tongue. I have 
observed an example of myxomatoucr degeneration of 
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this gland in its alternative position (Fig. 5). 

The treatment of simple ranula. —In looking through 
the notes of thirteen cases of ranula in my possession, 
I find that five had been previously operated upon 
for this condition, some two or three times. Probably 
simple incision, which is useless, had been practised. 
Complete excision: A difficulty in ideal treatment is 
that the cyst bursts before dissection can be completed. 
If some of the fluid within the cyst can be aspirated 
before commencing enucleation, complete dissection is 
usually possible. Often, however, the contents are of 
the consistency of jeUy and will not flow through a 
hollow needle. Partial excision vnth marsupialization : 
A portion of the cyst wall is removed. The free edge 
of the resulting cavity is united to the buccal mucous 
membrane throughout its circumference by fine catgut 
sutures. Whichever method is practised, it is necessary 
to preserve the integrity of Wharton’s duct. I recorded 
a case where this structure was occluded during an 
operation for a ranula, causing the submaxillary 
salivary gland to swell up to an enormous size. 

Deep or plunging ranula. —^There still remains a 
group of cases which from the mouth appear to be 
typical ranulae, but if the neck is examined a cervical 
prolongation will be foimd continuous with the intra- 
buccal one. J. E. Thompson seeks to explain the 
riddle of these cysts by stating that they are derived 
from the cervical sinus; at any rate, this hypothesis 
furnishes a logical basis for adequate surgery. This type 
of ranula must always be attacked through the neck. 

AFFECTIONS OF THE MINOR ACCESSORY SALIVARY GLANDS 

Retention cysts of the buccal mucous glands are seen 
from time to time (Fig. 6), and they can be dissected 
out under local anaesthesia readily. The molar glands 
are four or five in number. They lie on the outer side 
of the buccinator, their ducts piercing that muscle to 
open into the vestibule of the mouth. There are 
structurally similar glands situated in the palate. Any 
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of these minor accessory glands may give rise to 
a retention cyst, and what is more imx)ortant a mixed 
tumour, similar to the well known paxotid tumour, 
can develop within them. 

THE PAROTID, WITH SPECIAL REFERENCE TO THE ORIFICE 

OF ITS DUCT 

Stenson's duct opens opposite the second upper 
molar tooth. To revert to my original thesis—^with 
the aid of a spatula and a torch the interesting pheno¬ 
menon of the secretion of parotid saliva can be 
observed by anyone who takes the trouble to look. 
Bacterial infection of the parotid is common; calculus 
formation here is rare—^at least fifty times rarer than 
in the submaxillary salivary gland. On many occasions 
I have been enabled to make a diagnosis of subacute 
or chronic parotitis by observing the orifice of Stenson’s 
duct in a good light. Gentle pressure now exerted 
over the gland will often cause a gush of purulent 
saliva to be ejected, and the diagnosis, which up to 
that time is often in doubt, becomes indisputable 
(Fig. 7). This simple demonstration, which can be 
repeated by the merest tyro, has so enthralled onlookers 
that I am encouraged to draw attention to it here. 

Treatment. —^In cases of early acute and srdmcute 
parotitis, abortive treatment shoiild be pursued ener¬ 
getically. The mouth must be kept scrupulously clean 
by mouth-washes and frequent swabbings with boro- 
glycerol. A sialogogue in the form of chewing-gum is 
useful. W. Meyer finds that infections of the parotid 
gland respond exceptionally well to hjpersBmia, and 
he induces artificial hyperaemia by placing an elastic 
band around the neck. The band is worn for as much 
as ten hours per diem. 

Very brief reference only will be made here to 
acute suppurative parotitis. If the patient does not 
respond quickly to the measures outlined above, 
on no account should the clinician^ await fluctua¬ 
tion, for pus may lie deeply beneath the parotid 
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Fig. 6.—A rt'tention cyst of buccal 
mucous gland. 



Fig. 7.- Pus exuding from the 
orifice of Stenson's duct, in a 
case of chronic parotitis. 



Fig, 8.—Sialogram in a ease of 
chronic parotitis. 


Fiii. 0.—Sialogram in a ease of 
parotid tumour. 
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faficia. Instructions for opening a parotid abscess are 
well known, but the effective method designed by Blair 
for decompressing the whole parotid in fulminating 
parotitis will stand reiteration. The incision is made 
in front of the ear. It is a long incision extending from 
the zygoma to the angle of the jaw. It passes down 
to the parotid fascia. The anterior edge is undercut 
and pulled well forward, thereby exposing practically 
the whole of the parotid gland. The capsule is incised 
transversely, if necessary in several places. If pus 
docs not flow, blunt-nosed forceps are thrust within 
and their jaws opened. The method spares the facial 
nerve and allows a virulently inflamed parotid room to 
expand. The wound is left open. 

Chronic parotitis is likely to be resistant to treatment, 
oven when necessary dental treatment and measures 
akin to the abortive treatment of subacute parotitis 
have been instituted. Catheterization of Stenson’s duct 
is a simple measure which can be carried out in the 
consulting room. With a fine, sterile ureteric catheter 
the punctum can be entered and the duct catheterized. 
Catheterization of Stenson’s duct has several uses; 
it helps to eliminate the possibility of a parotid 
calculus; in chronic cases of parotitis resistant to 
other methods of treatment I have used the method, 
combined with an injection of 1 per cent, mercuro- 
chrome down the catheter, and the results have been 
most encouraging. Another use of catheterizing 
Stenson’s duct is to obtain a sialogram, which occa¬ 
sionally elucidates an otherwise obscure diagnosis. 
A diluted solution of lipiodol can be injected easily 
through the catheter, and an enlightening X-ray 
picture of the parotid tree is obtained thereby (Figs. 8 
and 9). Useful as are these, and kindred diagnostic 
adjuvants, they are of comparatively minor importance. 
Pride of place should usually be accorded to clinical 
methods, and this is true particularly in diseases of 
the mouth. 




658 


THE PRACTITIONER 


CONGENITAL DEFORMITIES OF 
THE MOUTH 

By denis BROWNE, M.B., F.R.C.S. 

Surgeon, (he Hospital for Sick Children, Great Ormond Street, 

London. 

T here is one congenital deformity of the mouth 
so much more common and more important than 
any other that it alone need be considered in any short 
account of the subject. It is a failure of junction 
between the foetal parts that should form its upper 
wall, in a complicated but continuous line of fusion 
rmining through five quite distinct regions. These 
regions are the lip, the floor of the nostril, the alveolar 
ridge, the hard palate, and the soft palate; they 
present five quite distinct problems to the surgeon. 

It is not easy to give a concise summary of the 
surgery of this deformity, because this is one of those 
regions of the body the anatomy and physiology of 
which have not yet been worked out. For instance, 
in closing a cleft lip, in which the only consideration 
is appearance, it is a fairly obvious platitude that 
the best way to do it would be to imitate the process 
of formation that should normally have occurred. 
But a search for any rational account of this process 
of formation in the current textbooks of anatomy is 
quite fruitless. Again, the only object of operating 
on a cleft palate is to enable the patient to shut off 
his mouth from his nose at will; but so far surgeons 
have not bothered to work out the way in which this 
action is normally performed before operating to 
enable it to be done. Once, however, these funda¬ 
mentals of the problem are stated, the actual technique 
of treatment becomes merely a matter of applying to 
them the general principles of surgery in order to 
obtain the best results. It is on these lines that the 
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present summary is made. 

THE CLEFT OF THE UPPEE LIP 

The first step in determining the normal process of 
formation of the lip is to examine its component parts 
as they are left when fusion has totally failed; that is 
to say, in a complete double cleft (Fig. la). There is 


Fig. la. Fig. 2a. 

la. Complete double hare-lip, showing how the lateral processes are 
invariably longer from above downwards than the central portion, and how 
the axes of the clefts slope inwards. 

2a. Single complete hare-lip, showing the cleft of its floor, the spreading 
of the nostril and the inward slant of axis of cleft, (i) The faint scetr of 
the junction between the two globular processes to form the central portion. 
The meeting of this scar and the muco-cutaneous line gives the point for the 
trephine hole, (ii) The ridge showing the overlapping of the lateral process 
over the central portion on the sound side. 

on either side a thick fleshy prolongation of the cheek 
and its muscles, while between these lies a rounded 
central portion, thinner from back to front and shorter 
from above downwards. If the lateral processes are 
pushed inwards forcibly, their prominent lower angles 
can be made to meet below the central portion. 
Similarly in a single cleft, the axis of the gap is never 
exactly vertical, but always slants inwards as well as 
downwards (Fig. 2a). 

Let us picture what must happen during foetal life 
when the lateral processes grow in towards the central 
portion. They must first touch above owing to their 
curved outlines, so that fusion would begin just below 
the nostril. But the lateral processes are much thicker 
than the central one, so that where they meet it 
they must overlap it and cause a ridge. As the 
process of fusion goes on, this overlapping increases, 
so that the ridge moves inwards, the extent of this 

T T 2 
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inward movement being, of course, greatest above, 
where the processes first met. But just as the 
greater thickness of the lateral processes makes them 
override the central portion at its sides, so does their 
greater length make them curl round it below, till 
they meet each other in the mid-line and fuse together. 

The consequence is that the line of fusion on the 
outer or skin surface is shown by two ridges, formed 
by the overriding of the lateral processes over the 
central one. These ridges approach each other most 
closely above, where the overriding first began, diverge 
gradually till the lower limits of the central portion 
are reached, and then rapidly approach again as 
the lateral processes swing round the lower end of the 
shorter central portion. On the inner or mucous 
surface any overriding would be prevented by the 
underlying alveolar ridge, so that the line of fusion 
would simply outline the shape of the central portion. 

If now, having deduced the formation of the lip in 
the abstract, we examine the newly formed hp of a 
baby, we find considerable confirmation of this hypo¬ 
thesis (Fig. 16). The ridges that define the philtrum. 



lb. Diagram of the formation of the normal lip. (i) The skin surface 
derived from the central portion, the rest of it being overlapped by the lateral 
processes, (ii) The line of junction showing as a scar on the mucosa, 
(iii) The central papilla of the lip, showing how it is formed by the apex of 
the line of junction of the mucosa. 

l c. Complete double hare-lip cut ready for suturing, (i) Trephine hole 
connecting the two chisel cuts in the lateral process. 

l d. The suturing of a complete double hare-lip. (i) The sutures joining the 
floor of the nostril, (ii) The suture joining the apex of the central portion 
and the two trephine holes, (iii) The mattress suture everting the tags of red 
maigin cut from the lateral processes. 

diverging as they descend and then suddenly converging 
again to meet in the handle of the “ Cupid’s bow,” 
are familiar to everyone both in life and in art. But 
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the best proof of all is a marking that appears to have 
been overlooked, perhaps because it fades in later life, 
though it is almost invariable in the newly bom. 
H the Up is everted to show the mucosa, a distinct 
furrow in it will be seen enclosing a shield-shaped area 
exactly corresponding to the central portion. Only 
the apex of this shield appears in the ordinary view 
of the Up, and here it forms the central papilla that is 
sometimes so marked in young babies as to lead the 
parents to seek advice about it. 

To sum up, the only skin belonging to the central 
portion of the Up which survives in the normal Up is 
that flooring the groove between the two ridges formed 
by the overriding lateral processes. No part of the red 
margin is formed by the central portion, as the lateral 
processes swing round to meet below it. The central 
papiUa of the Up is the apex of the area of mucosa 
belonging to the central portion, defined by the scars 
of fusion between it and the lateral processes. (Similar 
scars can often be seen r unnin g outwards in the mucosa 
of the young, along the lines of junction from the 
comers of the mouth.) 



2b. Typical textbook drawing of a single cleft, showing no inequality of 
nostrils and a vertical axis to the cleft. 

2c. Single hare-lip cut ready for suturing, (i) The lateral trephine hole. 

2d, Suturing of single hare-lip, showing mattress suture everting tags of red 
margin, and suture joining trephine holes. 


Reduced to the simplest form then, the lines of 
junction of the elements of the Up are not the two vertical 
lines from the nostrils of the anatomy books, nor am 
they the Y-shaped junction of the classic operations 
for double hare-Up. They are in the shape of a V, with 
its apex on the centre of the muco-cutaneous line, and 
leading downwards from this, the single median 
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junction of the red margin. I believe that every cleft, 
double or single, complete or incomplete, can best be 
joined on this single formula, the only difference 
between a notch of the red margin and a complete 
double cleft lying in the amount of this V-shaped join 
that is cut out and sutured. I am emboldened m thus 
departing entirely from the classic incisions by noting 
that the notorious faults of the results they give are 
exactly what might be expected from their divergencies 
from this formula. For instance, the ape-like lengthen¬ 
ing and tightening of the upper lip, which is the familiar 
and unhappy result of the classic operation for double 
clefts, could be reproduced by cutting a normal lip 
apart on my formula, and then stitching it together 
again on the Y-joining of the textbooks. 

Treatment .—If the edges of the cleft as they stand 
were simply made raw and joined together, the junction 
would be satisfactory enough except for the lower edge 
of the lip, where the meeting of the two curves would 
leave a notch. To avoid this notch it is obvious that 
the full red margins on either side have to be turned 
outwards, one against the other. This implies a sudden 
change of direction in the line of incision, an angle 
that will make it difficult to get perfect apposition when 
it is sewn to a corresponding angle on the other side. 
For some years now I have been eliminating this 
angle, which is both difficult to cut and to suture, by 
converting it into a curve, cut by a 2 mm. ophthalmic 
trephine. At the selected points on the muco-cutaneous 
line this trephine is driven through the lip on to a slip 
of soft wood held below. The rest of the incisions, all 
straight lines, are then cut out by means of a razor- 
sharp, half-inch broad chisel-knife, thrust through on 
to the same slip of wood without pausing to make any 
further measurements or adjustments. The result of 
this is two perfectly straight, square-cut raw edges 
through the skin, with at their lower comers hooked 
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tags of red margin (Fig. Ic). The first step in suturing 
is to turn these tags outwards against each other by 
means of a mattress suture passed through them 
(Fig. Id). This is tied tightly, without fear of scarring, 
which does not show in mucous membrane. 

Then the two ends of the muco-cutaneous line are 
accurately adjusted, this being done not by identifying 
them, which may be curiously difficult to do while 
their colour is obscured by tension and bleeding, but 
by sewing each trephine hole to the other. As these 
holes have been made in exactly the same relation 
to the muco-cutaneous lines, it follows that their 



Fia. le. Fio. 1/. 

le. Complete right"aiid incomplete left cleft of the lip. 

l f. Same case as e ten days after operation, untouched photograph. Note 
shortness of lip from above downwards, looseness of red margin, and correction 
of spreading of the right nostril. The stitch scars have already almost 
disappeared. If this lip had been treated by the classic incisions it would 
have been about twice as long from above downwards, and extremely tight 
across. 

meeting means the meeting of these lines. The skin is 
then joined by minute stitches, usually three of them. 
Last of all the mucosa is carefully joined by some half 
dozen stitches beginning from below, using an artery 
forceps hung on each suture to evert the one imme¬ 
diately above it, and the operation is complete. 

The dangers to healing are three—^tension, the 
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action of the mucus of the nose, and sepsis. Tension 
can be overcome completely by the use of a modified 
form of Logan’s bow, in which the weak point of the 
original model, its lack of adaptibility to slipping 
of the plaster, is overcome by so placing the spikes 
that hold the plaster that this can easily be tightened 
or slackened. Nasal mucus, however unirritating 
in its proper place, is corrosive to the skin, and will 
infallibly prevent proper healing if allowed to run over 
the wound. The prevention of this is a matter of 
nursing. A small loosely rolled pledget of cotton-wool 
is placed in the nostril, and changed as soon as it 
becomes soaked, even if this means every half horn: 
throughout the twenty-four. It must be clearly under¬ 
stood that this cotton wool is not acting as a plug, 
but like a piece of blotting-paper. Skin sepsis can 
be entirely stopped by using an ointment of one part 
flavine to a thousand parts of liquid parafiin over the 
wound, applying a small quantity every day or so. 

The result of these measures, the microscopically 
exact joining of two perfectly clean-cut surfaces, 
the avoidance of tension from the muscles, of skin 
irritation by mucus, and of sepsis, should be primary 
union in every case without exception. There is not 
any point in removing the skin stitches very early, 
as the complete absence of tension on them prevents 
them from cutting the skin and so marking it; I 
usually remove them on the sixth day; a year 
afterwards their marks can only be seen on close 
inspection in a strong light. 

THE CLEFT OF THE FLOOE OF THE NOSTBHj 

It is remarkable that this part of the deformity is 
never mentioned in works on the subject, with the 
sole exception of those of Veau. It is very rare 
indeed to find a cleft of the lip in which the faulty 
junction does not extend into the nostril, though 
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this degree of the failure may vary from a mere 
widening and thinning of the floor to a complete 
cleft a third of an inch across. It should be treated 
exactly as is the cleft of the lip, by excising the 
widened floor where there is no actual cleft; and 
when there is one, by making a raw area on the 
septum and sewing to it the raw surface that has 


(i) 


Fio. 3. 

3. Dia^am of cleft of the floor of the nostril, (i) Raw surface of cleft of 
the lip. (ii) Raw surface on septum, made in the normal position of the floor 
of the nostril, running horizontally backwards in contrast to the vertical 
junction of the lip. 

been detached from the bone of the cheek on the 
outer side of the cleft (Fig. 3). The raw area on the 
septum should be carefully chosen to run as the 
floor of the nose should normally have done, straight 
backwards at right angles to the plane of the lip. 
However well the lip is joined, if a cleft of the floor 
of the nostril is left, it will, though invisible itself, 
cause a very ugly widening of the nostril on that side. 
It is here that the art of the retoucher in photographs 
of results after operations is most often employed. 

THE CLEFT OF THE ALVEOLAR RIDGE 

The two lines of jimction in the alveolar ridge pass 
to either side of the premaxilla, and if fusion fails 
here a most peculiar factor enters into the problem. 
This is the formation of new bone in front of the 
suture-line between the vomer and the premaxilla, so 
lengthening the lower border of the septum antero- 
posteriorly and thrusting the central piece of the 
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alveolar ridge forward. It is to me entirely inexplic¬ 
able why this should occur. The suture line takes 
on almost the. look of a miniature growing end of a 
limb bone, becoming swollen and vascular, though 
microscopically there is nothing corresponding to an 
epiphyseal cartilage. If only one side of the premaxilla 
is freed by a cleft, its displacement is limited to a 



Fio. 4a. Fig. 46. 



4a. Diagram of a normal hard and soft palate, (i) The suture-line between 
the vomer and the premaxilla, (ii) The line of the lower edge of the vomer. 

46. Unilateral cleft of the palate and alveolar ridge, (i) Position of new 
bone which has forced the free edge of the premaxilla forward. 

4c. Cleft of the palate with bilateral cleft of the alveolar ridge, (i) New 
bone» formed between the premaxilla and the vomer, pushing the premaxilla 
forward, (ii) Suture line at anterior end of vomer, in normal position. 


swinging forward of the free edge, but if both sides 
are free it is pushed straight forward to lie just below 
the tip of the nose (Fig. 46, Fig. 4c). 

TrecUmerd .—Unilateral swinging forward in a single 
cleft will be corrected by the pull of the lip muscles 
once these are joined over it, and nothing need be 
done about it. But in the complete forward shifting of 
the premaxilla permitted by a double cleft of the 
alveolar ridge, the simple joining of the lip over it 
has a disastrous effect in invariably pulling the two 
lateral parts together behind it, leaving it out in 
front to support an extremely ugly snout-like projBle. 

The solution is to remove submucously with biting 
forceps the new bone that has formed, that between 
the suture line, which is always in its normal position, 
and the back of the premaxilla. Then the sides of the 
cleft are made raw, and the premaxilla is thrust back 
and held in position for three weeks with a lead plate, 
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sewn to the alveolar ridge and the septum by bronze 
wire. At the end of this time junction should be 
firm, and will become firmer in a year or so. The 
method usually recommended of taking a wedge out 
of the middle of the lower edge of the septum is 
thoroughly bad, as it wrecks the foundations of the 
bridge of the nose, and leaves the premaxilla still 
supported by an entirely abnormal piece of bone. 

THE CLEFT OF THE HARD PALATE 

Any cleft of the hard palate can be joined by 
cutting the muco-periosteum free from the bone and 
the alveolar margin, and sliding it inwards and 
upwards tiU it meets the corresponding flap on the 
other side. The raw surface that has been in contact 
with the bone on the edges of the cleft is everted 
against the corresponding opposite part, for a quarter 
of an inch or so. Nothing, of course, will stop any 
method of mid-line junction of the parts of the 
cleft palate being referred to as a Langenbeck’s 
operation, but this method of sliding the flaps 
inwards and upwards is completely different from 
Langenbeck’s method of swinging them downwards, 
leaving them fixed to the alveolar ridge on their 
outer side. This had the two disadvantages of giving 
a very limited range of inward movement, dependent 
mainly on the angle of the sides of the hard palate, 
and of leaving a vast raw area on the top of the 
joined flaps, which by its contraction when cicatrizing 
drew the soft palate upwards and backwards away 
from the back wall of the palate. Veau’s method of 
joining the nasal mucosa as well as the oral muco- 
periosteum is an attractive and logical idea, though 
personally I have not made up my mind about its 
value. 

THE CLEFT OF THE SOFT PALATE 

From a reasoned consideration of the action of the 
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muscles in this region, which can have no other function 
than that of controlling the passage they surround, it 
becomes clear that the simultaneous contraction of all 
those supplied by the pharyngeal plexus will produce 
a contracting ring opposite the middle of the soft 
palate, a ring which rises as it closes in the manner of 
the sphincter ani. The only muscle with a different 
nerve supply, the tensor palati, acts, as might be 
expected, in opposition to this sphincter, opening it by 
pulling its anterior half away from the posterior. If 
having reasoned out this action in the abstract, we 
desire to confirm it in the concrete, it is easy to do so. 
The first experiment, which seems to have been 
neglected by all writers on this subject, is to look into 
the mouth of someone saying “ Ah.” It will be seen 



Fig. 6o. Fig 56. Fig. 5c. 

5o. Dia^iram of the closing of the naso-pharynx, showing the position of the 
sphincter. The posterior half of it is known as Passavant^ ridge, (i) Line of 
closure. 

56. Diagram of the insertion of the circular suture in the line of the sphincter 
which is recommended. It can be seen entering the raw surface of the soft 
palate, passing completely round the phcurynx under the mucosa, and emerging 
through the raw su^aoe of the opposite side. 

5c. Diagram of the suturing of the ends of the tensors of the palate. The 
circular suture has been drawn tight and knotted, and its ends passed round 
the tendinous expansion of the tensors on either side. It will be drawn tight 
and knotted in its turn, taking all strain off the sutures that adjust the 
mucosa. 

that though the nose is shut off from the mouth, the 
edge of the soft palate does not touch the pharyngeal 
waU as it is represented to do in all illustrations. The 
second is to pull up the uvula of a patient ga gging under 
an anaesthetic, and watch the sphincter contract into a 
perfect ring. The third is to pass a soft rubber catheter 
down the throat through the nose, and observe that 
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as one swallows it is caught by the rising sphincter and 
forced a quarter of an inch or so upwards out of the 
nostrils. Passavant’s ridge is simply the back half of 
this sphincter. 

Treatment .—^This is not a plastic problem, con¬ 
cerned with appearance, but an orthopaedic one, con¬ 
cerned with the functions of muscles. Accordingly 
these muscles of the sphincter, which have to be 
joined together, must be treated, in defiance of classical 
surgery, as they would be in a similar case elsewhere in 
the body. The ends of the ring on either side of the 
gap must be detached from the structures external to 
them by a cut along the pterygo-mandibular raphe, 
bringing away with them the hamular process upon 
which the tensor palati is hung. This allows them to 
meet easily, but the difficulty is to keep them in apposi¬ 
tion long enough for healing to occur in a region that 
can be kept neither clean, dry, nor still. I have lately 
been using a device of which I have considerable hopes, 
though whether or not it will give the himdred per cent, 
of complete joins secured by the use of Logan’s bow on 
the lip is a matter for the future to prove. It consists 
in the passing of a purse-string suture round the entire 
sphincter, just deep to the mucosa, and emerging 
through the raw areas of the soft palate that are to be 
sewn together on either side. This suture is inserted 
by means of a five-eighth circle needle carrying 40 day 
No. 1 catgut, passed as soon as the edges of the cleft 
have been rawed, and tied as soon as the nasal mucosa 
has been sutured. It narrows the naso-pharynx as 
much as the surgeon considers to be advisable; I 
suggest to a diameter of a quarter of an inch or so; then,, 
after it has been knotted, another somewhat similar 
ring suture is made with its two ends, which are passed 
outwards into the cut that has freed the sphincter on 
either side. There they pick up the tendon of the tensor 
palati, and finally are pulled tight and knotted to bring 
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these tendons (and with them the other elements of the 
sphincter) closely together. It is almost impossible 
for the purse-string suture to out out, as the tension is 
distributed over the entire circumference of the 
pharynx; while the hold of the loop that joins the 
muscles is very secure in the tough fibrous tissue into 
which the tensor palati expands. The pharynx is 
narrowed, but not by interfering with its quite normal 
back half as in Wardill’s operation; and the muscles 
are joined, but not blindly and under tension as in Veau’s 
suture muacvlaire. Altogether I believe this device to 
have sufficient advantages both in theory and practice 
over any other means of joining the soft palate to 
justify this preliminary mention of it. 

A palate joined in this way can be seem to move 
freely during the first week after operation, when the 
patient is made to say “ Ah,” and there is not any need 
for special precautions in nursing. The final step in 
treatment is to teach the patient the proper use of 
his new mechanism by means of lessons in voice 
production. 
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STOMATITIS 


By a. L. SPENCER-PAYNE, M.R.C.S,, L.R.C.P., L.D.S. 

Stomatologist, New Lodge Clinic, Windsor Forest, Late Dernonstrator 
in Operative Dentistry, Dented School, Ghiy's Hospital. 


S tomatitis, or inflammation of the oral mucosa, 
is almost always an infective process, and con¬ 
sidering the teeming mass of organisms normally present 
in the mouth and the liability of the buccal mucosa to 
injury, it is surprising that it is not of more frequent 
occurrence. The two factors which prevent it are an 
intact mucous membrane, and the resistance of the 
subject. These must give way before a general infection 
of the mucous membrane of the mouth occurs. A breach 
of the mucous membrane may be made by injury, e.g. 
by the tooth-brush, by biting on the flap of gum over 
an impacted third molar, or by the chronic gingival 
inflammation in imclean mouths. The following types 
of stomatitis are generally recognized: Catarrhal, 
Follicular, Aphthous, Parasitic, Ulcerative, Gangren¬ 
ous, and that due to drugs. 


CATARRHAL STOMATITIS 

This is a simple catarrh occurring mainly in young 
children improperly fed, usually accompanied by similar 
inflammation of the nose and throat and often asso¬ 
ciated with one of the exanthemata. In adults it may 
be caused in susceptible persons by the excessive use 
of tobacco or alcohol. The mucous membrane is red, 
glazed and swollen. The tongue is swollen and furred, 
taste is impaired, the breath foul, and salivation is 
profuse. The gums are pale and swollen, but rarely 
bleed. There is discomfort in eating, but no real pain. 

TreaJtmmt .—Give food cold or luke warm. Use a 
mouth wash of potassium chlorate 2 per cent, or a 
saturated solution of borax. 


FOLLICULAR OR HERPETIC STOMATITIS 

This condition occurs more frequently in children. 
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but is not uncommon in adults. It is usually associated 
with intestinal disorders, coryza, or acuteinfections, such 
as the exanthemata, malaria, or pneumonia. Vesicles 
occur varying in size from a pin’s head to a pea, chiefly 
on the lip and especially at the angle of the mouth, but 
they may occur on the inside of the lip, or cheek, or 
even on the tongue. The vesicles dry up leaving a 
crust which, if removed, is apt to recur. 

TreatmeM .—^Apart from the appropriate treatment 
for the associated general condition, the scabs should 
be removed by softening with warm water and the 
spots treated with spirits of camphor, or dusted with 
finely powered burnt alum applied with a camel-hair 
brush, or touched with silver nitrate. A very effective 
and less drastic local application is the following :— 

B Ac. salicyl..gr. xxv 

Phenol..1^ XV 

Bismuth, subnit..3i 

Adeps lanal..ad Ji 


APHTHOUS STOMATITIS 

This variety most often occurs in children at the 
first dentition, but it is not uncommon in adults and 
then is frequently due to injury with the tooth brush. 
Small white spots or patches appear which are ex¬ 
tremely sensitive and break down at once into very 
painful ulcers. They may occur on the mucous mem¬ 
brane of the cheeks, or in the buccal sulcus, or under 
the tongue. 

Treatment .—Give a potassium chlorate mouth wash. 
In children paint with tincture of myrrh or glycerine of 
borax. In adults touch with pure silver nitrate; some¬ 
times this does more harm than good. Relief can be 
obttuned by drying and dusting before and after meals 
with boro-chloretone, but probably the method which 
gives the greatest relief and quickest healiug is the use, 
when possible, of a small swab of wool soaked in 
glycerine and placed over the ulcer for several minutes 
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at frequent intervals, especially before and after meals. 

PARASITIC STOMATITIS 

Thrush occurs only in the very unclean mouths of 
debilitated children and cachetic adults. It is due to 
a fungus {Oidium albicans). It is most commonly met 
with in infants during the first two months of life and 
is usually associated with gastro-intestinal disorders. 
Acid fermentation of carbohydrate food remnants leads 
to a catarrhal stomatitis which provides a fertile 
ground for the growth of the fungus. Prevention is 
assured by scrupulous cleanliness of the feeding utensils 
and thorough, but very gentle, cleaning of the mouths 
of babies and sick adults with wool swabs. It com¬ 
mences as small white spots usually on the tip of the 
tongue and inside the lips; these may coalesce into 
patches and even occasionally spread over the whole 
oral mucous membrane. In appearance it resembles 
milk curd, but can be distinguished by the fact that 
it is adherent and that if peeled off it leaves an abraded 
surface. In an early stage it might be confused with 
aphthous stomatitis, but in the latter there are yellowish 
white depressed ulcers which are very painful and 
salivation is profuse; whereas m thrush the pearly 
white patches are raised and painless and the mouth 
is very dry. The diagnosis may be established by 
microscopical examination of a portion of the growth 
macerated with liquor potassse. There is a little local 
discomfort with some pain on swallowing or sucking, 
but S 3 rmptoms otherwise are due to the conditions of 
health preceding it. 

Treatment .—^When the primary condition of im¬ 
paired nutrition is improved the thrush disappears by 
itself. The patches may be treated with a solution 
of sodium sulphate (3i to Ji) after which the fimgus 
can be scraped off easily, but too vigorous handling of 
the mouth should be strictly avoided as it may cause 

TJ TJ 
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further injury to the inflamed mucosa uid extend the 
infection, and it is usually wiser to wipe the mouth out 
very gently before and after a feed with wool soaked 
in glycerine of borax, or potassium permanganate 
1 in 1,000, or give gauze tampons soaked in glycerine 
of borax to suck, or a little boracic powder and sac¬ 
charine. Errors of diet must be corrected and feeding 
utensils must be boiled. 

ULCEEATIVB STOMATITIS 

This condition, also known as ulcerative gingivitis 
or Vincent’s disease, is much more prevalent than 
is generally supposed. It occurs occasionally in 
children, but much more often in adults, usually in 
unclean mouths; but it may occmr in patients with 
only slight gingival inflammation and it has been 
reported in mouths without any previous pocketing or 
gingivitis whatever. A debilitated state of health 
predisposes, but is not by any means invariable. 
The two organisms always found in the acute 
stage are the Bacillus fusiformis and the spirillum 
of Vincent, both anaerobes. When the disease has 
become rather chronic, as it usually does when allowed 
to pass undiagnosed, these organisms will be swamped 
by the normal mouth bacteria. It has been said that 
Vincent’s infection is an acute disease, and that 
chronic Vincent’s infection does not exist. This is a 
dangerous doctrine and most certainly imtrue. Vin¬ 
cent’s disease is exceedingly often unrecognised and 
undiagnosed, being regarded as merely pyorrhoea and 
then usually under inappropriate and inadequate 
treatment lapses into a chronic condition. The 
fusiform bacilli and spirochsetes continue to thrive in 
gum pockets especially favourable to their growth, and 
at intervals, governed possibly by the variable resist¬ 
ance of the host, are liable to produce fresh acute 
attacks. The infection should not be considered 
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eradicated until smears taken from aU parts of the 
gingival areas are negative. An infected flap of gum over 
an unerupted and impacted lower third molar is the 
commonest cause of the disease and gives rise to the 
most severe forms. It is definitely contagious, as was 
demonstrated most markedly during the war when, 
its correct pathology being at first unrecognized, it 
was given the name of “ trench mouth.” 

It is characterized by a necrotic ulceration of the 
gum margins. The gum is much swollen with a 
whitish membrane at its edge and bleeds very readily. 
It may be localized m the region of primary infection, 
but generally spreads rapidly round the gum margins 
and may involve the whole of both dental arches and 
spread by contact on to the mucous membrane of the 
cheek or lips with the formation of sloughy ulcers. 
If unchecked it may lead to loss of the teeth with a 
superficial necrosis of the jaw. Not infrequently 
there is an accompanying infection of the throat 
(Vincent’s angina), the ulceration usually being con¬ 
fined to one tonsil. As the fusiform bacillus and 
spirochaete invariably occur in ulcerative stomatitis 
and in Vincent’s angina and have been isolated in 
some cases of noma, or gangrenous stomatitis, it has 
been suggested that these are all really different 
manifestations of the same infection. In ulcerative 
stomatitis there is usually only slight constitutional 
disturbance, but there may be some rise of tempera¬ 
ture with general malaise. In the acute stages the gums 
are exceedingly painful, but in chronic conditions there 
may be only mild discomfort. 

The disease runs a benign course so far as the genial 
health is concerned, but may give rise to serious 
dental consequences as it causes rapid and extensive 
destruction of the gingivse and unless completely 
eradicated it will persist as a chronic process forming 
gingival pockets wherein will flourish a chronic 

u u 2 
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pyorrhoea of an intractable nature. 

It must be diagnosed from mercurial stomatitis and 
from scurvy, and if there are throat manifestations 
from diphtheria and syphilis, but the history and 
smears taken from the lesions will establish the diag¬ 
nosis without difficulty. The foul and very character¬ 
istic odour of the breath in ulcerative stomatitis is 
alone almost pathognomonic. 

Treatment .—^The fact that there are almost innumer¬ 
able methods of treatment is witness to the somewhat 
intractable nature of the disease. In many oases it is 
very difficult to eradicate completely, and is liable to 
relapse. Early diagnosis and very thorough application 
of whatever method of treatment is decided upon with 
full co-operation of the patient will ensure success, and 
even the late cases can be cured if sufficient trouble be 
taken by dentist and patient. Treatment of the patient’s 
general condition is important and should be directed 
to ensure a proper dietary, bowel regulation, and as 
much open air and sunshine as possible, while extra 
vitamins may be administered in the form of radio- 
stoleum or ostelin. It is important also to deal with 
any focal sepsis when the acute symptoms have 
subsided, especially septic tonsils, which may easily 
be a source of reinfection. The drugs used for local 
application have been selected for their probable 
specific action upon the organisms concerned. Their 
anaerobic property has led to the use of such oxygen- 
forming antiseptics as chromic acid, hydrogen peroxide, 
sodium perborate, and, because of the known action of 
arsenic upon spirochaetes, Fowler’s solution and neo- 
arsphenamine have been used. Other methods which 
have been employed are ionization with zinc chloride 
solution and the application of the ultra-violet rays 
locally and generally. Whatever drug is used extreme 
care and attention to detail must be observed. It must 
be applied to the carefully dried gums and must be 
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made to reach to the bottom of every pocket and every 
ulcerated spot. Arsenical preparations act like a charm 
in reducing the pain and inflammation. Cases have 
been reported in which Vincent’s disease has appeared 
whilst a patient was under active anti-syphilitic treat¬ 
ment, and this has been adduced as evidence that 
arsenic is ineffectual, but these rare cases are probably 
due to the patients acquiring a tolerance for the drug. 
Liquor arsenicalis is an exceedingly useful drug to use 
at the chair side. It can be applied on small wool 
pellets to the gums in the active stage and later worked 
by appropriate flat spatulas into the gum pockets. 
In suitable cases, those in which the affected area is 
very limited and easily accessible, it can be prescribed 
for the patient’s home use, as a local application; but 
it is usually safer to rely on the use of undiluted hydro¬ 
gen peroxide for this purpose, with instructions that 
the mouth-wash must be kept in the mouth for at least 
3 or 4 minutes at a time, instead of the customary 
rinse round and spit out which is the usual stupidly 
ineffective way of using a mouth-wash, and it should 
be used every hour. In cases where the full strength 
cannot be tolerated it may be diluted to suit the 
individual. Some prefer to use chromic acid followed 
by hydrogen peroxide, or sodium perborate, others 
hydrogen peroxide for a preliminary cleaning of the 
gingivae, followed by methylene blue powder worked 
all round and into the pockets. 

The failure of many drugs, especially perhaps of 
arsenical preparations, is due to the fact that they are 
not allowed to remain in contact with the affected 
areas for a sufficient length of time. They should be 
worked into close contact with the dried gum and 
allowed to remain there for a full fifteen minutes. 
Perhaps a more thorough method of applying arsenic 
is to pack it carefully and gently in the form of arsphena- 
mine powder all round the teeth, whether apparently 
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affected or not. The powder is sometimes used dis¬ 
solved in glyceiine, but it is more effective if used dry, 
with perhaps the applicator moistened to facilitate 
worki^. intramuscular injection of sulpharsphen- 
amine is frequently advised, especially in severe cases. 
Usually only one injection is required. As arsphenamine 
is a rather expensive preparation, and when packed 
into the pockets is sometimes painful, some workers 
prefer to use a bismuth salt, and claim equally good, 
or better results. For this purpose one of the most 
effective preparations is a 20 per cent, solution of 
sodium or potassium bismuth tartrate in water or oil. 
Excellent results are also obtained with bismuth violet. 
A bismuth paste may be prescribed for home treat¬ 
ment, to be rubbed into the gums and later, when they 
become less painful, as an ordinary dentifrice on the 
tooth brush. It is most important that any home 
treatment prescribed should be maintained for at least 
a fortnight after the patient is dismissed as normal. 
No extractions must be attempted until aU signs of the 
disease have been cleared up. It is extremely important 
to avoid anything of the kind during the acute stage 
as there is definite risk not only of spreading the 
infection locally, but of setting up a general systemic 
infection; fatal results have been reported. In cases 
which have become chronic under arsenical treatment 
and when it may be suspected that the patient has 
S/Cquired a tolerance for the drug the application of 
other drugs, such as acriflavine alternated with pow¬ 
dered copper sulphate sometimes suffices. One case in 
a patient undergoing anti-syphilitic treatment cleared 
up after an intravenous injection of tartar emetic. 

Box has devoted a great deal of care to the study of 
this disease and has elaborated a scheme of treatment 
which is worth recording in some detail. He uses 
Churchill’s iodine and 36 per cent, silver nitrate. The 
gums are dried without causing bleeding, the gum 
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margins are touched with wool pellets soaked in the 
iodine, and this is immediately foUowed by the applica¬ 
tion of the silver nitrate solution on similar pellets. 
Insoluble iodide of silver is formed; the necrotic 
tissue makes a whitish film which is cast off in 36 
hours and seldom leaves a bleeding surface. Any 
stain can be removed from the teeth with ammonia. 
He prescribes the following mouth-wash for use by the 


patient at home :— 

E Sod. perborat. 

- giv 

Sod. oleat. 

- 5iv 

Saccharin. 

- gr. I 

01. aurant. 

- 11\ V 

01. gaultherin. 

- HI XX 

01. ros. - 

- - - - m 

01. menth. pip. 

- HI ix 


Sig : A teaspoonful to a glass of warm water as a mouth-wash. 


This is to be used hourly for the first two days and 
five times daily until all necrotic lesions have dis¬ 
appeared and thereafter three times daily. This must 
be kept up for two weeks after the patient is dismissed. 
Forty-eight hours after the first treatment the iodine 
and silver application is repeated to any areas that have 
not cleared. Forty-eight hours later the teeth are 
scaled thoroughly. To avoid contamination of one 
area from another in scaling, a glass is used with the 
lower third filled with shot and the middle third con¬ 
taining mercuric cyanide 1/1000. The scalers are 
dipped into this and stirred round to clean off debris 
and tartar and dried on gauze. As an additional home 
treatment it is advised that any toothbrush in use 
should be thrown away and two new ones used alter¬ 
nately, being sterilized and dried in turn. The teeth 
should be brushed three times a day. All tobacco, 
alcohol, spice and any kind of irritant must be avoided 
absolutely. A mild saline cathartic should be taken. 
Little meat or sweets should be eaten, but plenty of 
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fresh fruit and greens. As much rest as possible with 
fresh air and sunshine is advised. The patient should 
be warned of the contagious nature of this disease and 
against kissing, and told to use separate utensils, which 
should be boiled after use. A prescription should be 
given for the relief of the pain. 


GANGRENOUS STOMATITIS 

Noma or cancrum oris occurs chiefly in ill-nourished 
children between three and twelve years of age, or 
those debilitated after one of the exanthemata. It 
rarely occurs in debilitated adults. It cannot be 
attributed to any specific organism, though the fusiform 
bacillus and spirochaete combination has been located 
and is suspected in consequence. The patient’s 
lowered resistance is probably the main factor. It 
starts as an abrasion of the mucous membrane of the 
cheek, or at the angle of the mouth, often unnoticed 
at the beginning. The abrasion becomes inflamed, 
hard infiltration appears, followed by softening and 
breaking down into a sloughy ulcer. The part involved 
swells, but there is little pain, and often the first sign 
is the intensely offensive breath. The process spreads 
with frightful rapidity. The whole cheek swells, 
perforates in several places and the gangrenous process 
may spread to the forehead and neck, destroying all soft 
tissue in its path. There is slight fever and in 90 per 
cent, of cases death ensues in a few days. 

Treatment .—Successful results have been reported 
by thorough removal of the sloughs with perchloride 
of mercury 1/600, followed by the application of fuming 
nitric acid for five minutes and subsequent dressings 
wrung out in 1/1000 perchloride of mercury. The best 
chance of arresting the process, however, lies in imme¬ 
diate and free excision of the whole necrotic area, 
cutting ^ inch wide of it in the surrounding sound 
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tissues -with the thermo-cautery. 

STOMATITIS DOB TO DRUGS 

The predisposing causes are oral sepsis and idio¬ 
syncrasy, the latter being probably a more important 
factor than overdosage. The symptoms with many 
of these drugs are very similar. Mercurial: The 
earliest symptom is a metallic taste and tenderness 
of the teeth which feel elongated. The gums become 
sore and swollen, bleed easily and the teeth get loose. 
It may proceed to extensive destruction of tissue and 
loss of the teeth. The tongue swells, there is great 
salivation, the breath becomes fetid and there is 
general malaise. 

Treaiment .—Stop the administration of mercury and 
try to eliminate it with saline cathartics. The intra¬ 
muscular or intravenous injection of contramine 
0*25 gram is said to act as a specific in all cases of 
metallic poisoning. Clear up the attendant oral 
sepsis with peroxide and astringent mouth washes, 
e.g. 5 per cent, glycerine and tannic acid. 

Chronic poisoning with antimony, arsenic, bismuth 
or copper will give rise to very similar symptoms. In 
bismuth poisoning there is the addition of a purplish 
line at the gum margin due to a deposit of bismuth 
sulphide similar to the blue line of lead sulphide in 
plumbism, and the breath smells intensely of onions. 

Many drugs will give rise occasionally to a distinct 
stomatitis in patients with an idios 3 mcrasy. I have 
known at least two cases in which dentalone, a pre¬ 
paration of the utmost value in dentistry, has caused 
an exceedingly painful inflammation with considerable 
swelling which subsided almost immediately when the 
application of the dentalone was stopped. Acetanilide, 
phenacetin, antypyrin, pyramidon and others of this 
group may cause, in susceptible persons, either swelling 
or a vesicular eruption followed by ulceration. These 
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manifestations occur in the mouth and on the genitalia, 
or may occur only in the mouth. BaHnturates, 
salicylates, and phmdpJUhalein have been known to do 
exactly the same in susceptible patients. 

There is no space left to discuss the many cases of 
stomatitis which occur in association with general 
systemic disturbances such as the exathemata, diabetes, 
pellagra, and sprue. Their treatment is part of the 
treatment of the disease concerned with mild mouth¬ 
washes such as pot. chlor. or better still glycerine and 
borax applied with wool swabs. 
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INFLAMMATION OF THE GUMS 

Bt H. WATSON TURNER, M.R.C.S., L.R.C.P., L.D.S. 
ConevUing Dental Surgeon, Middlesex HospiUd. 

T his is a short article on “Inflammation of the 
gums,” technically known as gingivitis. Many 
acute specific infections can be diagnosed and described 
by other medical men, but the condition of hyper¬ 
trophic and chronic infiammation of the gums, whether 
localized or more or less generalized, must be con¬ 
stantly faced by the dental surgeon, who has therefore 
to find a practical solution. 

The line of demarcation between the gum and mucous 
membrane of the mouth may be taken as that portion 
surrounding the tooth and the ridge of the alveolar 
process. Round the gum attachment to the tooth 
is a sulcus, and it is here that debris of food 
lodges, and deposits of tartar generally form. These 
naturally cause infiammation of the gum edges which, 
spreading, infecting, and destroying the periodental 
membrane, transmits infection to the deeper tissues and 
so becomes one of the greatest causes of periodental 
disease and its many resultant complications. 

Much valuable work has already been done by J. G. 
Turner and Warwick James in relation to the perio¬ 
dental membrane, its structure, and nature of attach¬ 
ment to the tooth, but it must be realized that it is a 
very ineffectual structure and a poor line of defence 
against the spread of infections of all kinds into deeper 
structures, and into the lymphatic and blood streams. 
Frequently it fails completely, and breaks the con- 
tinidty of the mucous membrane covering the jaws. 
This is why the slightest infiammatory condition of 
the gums is so important; indeed, it cannot be too 
strongly emphasized that the mildest and simplest 
form of gingivitis may, without much or even any 
discomfort to the individual, progress considerably 
before attracting attention, and that by this time a 
chronic infective condition has spread to the deeper 
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tissues and done irreparable harm. 

As in all inflammatory conditions, that of the gums 
may be acute or chronic. Of the acute forms a catarrhal 
type is the commonest ; it generally occurs in relation 
to a similar aflection of the nose and air passages. 
The gums become swollen, oedematous, bleed easily, 
are very tender to touch, and may possibly dischai^e 
matter from round the roots of the teeth. This in¬ 
flammation of the periosteal tissues round the teeth 
raises them in their sockets, so that they become loose, 
too long, and tender to bite on. Usually the catarrhal 
symptoms all clear up simultaneously, but those of the 
gums may persist if related to any febrile condition, 
such as typhoid, complicated with desquamation of 
the gums, and sordes on the lips. However mild the 
case may be, special, in addition to general treatment, 
is imperative for the local gum condition. Any kind 
of injury to the giuns must be avoided. They should 
be bathed and swabbed night and morning, and as 
occasion arises during day or night. Soothing washes 
after bathing the gums, and swabbing the teeth are 
advisable, and if there is any risk that the use of a tooth¬ 
brush will do harm, this should be omitted; in its place 
a strong spray will benefit both the teeth and the gums. 

An acute and rapidly spreading form of gingivitis of 
an ulcerative nature occurs chiefly in children living in 
vmhygienic conditions, who are underfed or suffering 
from fevers. I have not seen much of it in children, 
but from experience of it in adult life find that imless 
it is recognized early very serious trouble may follow. 
If, however, an early diagnosis is made the disease can 
be kept well in check by adequate treatment. Unfor¬ 
tunately it is seldom realized what delayed treatment 
or neglect may mean to the progress of the infection. 
The trouble arises generally with complaints of tender¬ 
ness and tooth-ache in a localized area, and ulceration 
frequently takes place in the gum around the tooth. 
This soon spreads to other teeth in eithpr jaw, and pain 
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may be severe; ulceration may spread to the fauces 
and tonsils, the lymphatic glands may become tender, 
and fever may follow. Diagnosis is easily confirmed 
by swabs which show spirochsetes and fusiform bacilli. 
The patient must be kept in bed, given general treat¬ 
ment for constipation, kept on liquid or light diet, and 
the mouth and infected areas swabbed and syringed 
with solution of peroxide of hydrogen and dressed with 
tincture of iodine; arsenic is a specific for spirochsetes. 
Extraction of any infected teeth should be delayed in 
the acute stages of the disease and any injury or 
incision avoided, as these would probably cause the 
infection to spread. Frequent fomentations are very 
helpful, and will probably localize the condition. In 
a rather uncommon form of chronic inflammation of 
the gums, of which I have just seen a case, the gums 
and generally the palate and cheeks are bright red in 
colour, the condition is long-standing, lasting for years 
—^in this case eight years. It may have acute stages 
with high temperature, great soreness, and inabihty to 
take solid food. In the chronic stage it is compara¬ 
tively quiescent. Sedative lotions should be used, and 
glycerine and borax applied locally. A diet of fresh 
fruit is advisable, and treatment for constipation. 

Hypertrophic inflammation of the gums is extremely 
common, and because of its frequency is much 
neglected. Very few mouths that have had conservative 
dental treatment of any kind, or to any great extent, 
escape. This subject demands very serious attention 
and consideration; as a dental surgeon, I realize only 
too well the difficulties to be faced in aiming at 
efficient and clean conservative work. The inflammation 
may be localized to one area in relation to a single 
tooth or it may spread over the whole margin of the 
gums. The localized condition is generally due 
to some chronic stagnation, and irritation caused 
by the presence of some tartar deposit or some 
mechanical appliance, such as a gold band, collar of a 
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crown, irritation from a denture or regulation appliance, 
or rough overlapping edges of fillings m the tooth; 
in fact any kind of mechanical appliance or stopping 
in the tooth may be the cause. The gum in relation 
to the infected part becomes enlarged and inflamed, 
and flaps arise around the foreign body if a fixed 
appliance. Stagnation occurs and the gums bleed easily 
if interfered with, and there is generally a foul odour 
from the stagnant area. The condition is usually slow 
in progress and is often far advanced before it attracts 
attention. Curative treatment is obvious—removal 
of the cause, and IE that does not suffice, then the 
tooth in relation to the cause. 

Obstruction of the nasal passages in children causes 
much inflammation and hypertrophy of the gums, 
especially in the incisor regions, with mal>development 
of the maxillse, with dryness and stagnation, and 
resulting general infection, and extensive caries of 
teeth. The most common obstruction is that due to 
adenoid growths, and should be rectified as early as 
possible, and breathing exercises given. Delayed 
treatment results in permanent deformity of the 
maxillae, high V-shaped arch and mouth breathing. 

Under the most favourable conditions, a mechanical 
appliance of any kind must tend to cause irritation 
and stagnation, resultiog in hypertrophic inflammation. 
But, if detailed care is taken, a very fair compromise 
can be arrived at in most cases. It should be an 
accepted principle that no fixed attachment should 
pass below the gum margm or be inaccessible to 
perfect mechanical cleansing. As regards crown and 
bridge work, this necessitates much skill, and involves 
much time and care. The vast majority of work done 
fails hopelessly in these details, and should be con¬ 
demned. A crown or bridge may give a firm biting 
surface, but soon becomes fixed in a foul septic base, 
and thus contributes to many other troubles. It is 
far better from a health point of view to have a 
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deficiency of teeth and a clean mouth, than a full 
complement and a foul infected gum and mucous 
membrane. Another cause of much gum inflammation 
is the use of mechanical appliances in regulating 
teeth. Extractions at the right time would often 
obviate much work that is done by, or credited to, 
regulation appliances. The same holds good as re¬ 
gards ill-fitting and ill-cleansed dentures, especially 
partial dentures. If this danger were more iiniversally 
recognized much more care would be given to the 
use and care of all such appliances. 

A common cause of marginal gingivitis is the deposit 
of tartar on and around the teeth and gums. This is 
of varying degrees of hardness and should be carefully 
removed, the surface being left smooth and clean. 
A much harder and darker form of tartar than the 
common kind occurs deeper on the tooth and requires 
most careful treatment. Among other causes reference 
should be made to metallic poisoning such as mercury 
and lead, and traumatic gingivitis due to the misuse 
and abuse of the tooth brush. 

Unfortunately, gingivitis is so general that it is 
almost accepted as a normal condition. What can be 
done not only to cure it, but to prevent it ? In trying 
to suggest a line of treatment it must be conceded 
that good, skilled, conservative dentistry is a luxury 
beyond the reach of a large percentage of the 
population. But if the maxim of no stagnation and 
efficient dramage be accepted as a starting point for 
treatment, good can be done in all cases. And when a 
definite line of treatment has been decided upon, in 
order to ensure beneficial results, it must be carried 
out strictly by the individual or, in the case of young 
children, by those responsible for their care and 
upbringing. There is no doubt that an outstanding 
cause of gingivitis is neglect in efficient cleansmg of 
the gums and teeth. The doctrine, ** Brush your 
teeth,” is good, but, unfortunately, vigorous brushing 
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of the gums goes with it, causing real injury, especially 
in children. GingiTitis if neglected causes pain. 

By far the best line of treatment is to bathe the 
gums with a swab of cotton wool dipped in some simple 
lotion. The cotton wool can be carried on a stick 
or tweezer, and the gums firmly and gently massaged 
with it, going carefully round all the siu^aces of the 
teeth, both the lingual and buccal sides, removing 
all stagnant mucus and debris, after which the sur¬ 
faces of the teeth may be carefully brushed. For 
infants and children a solution of warm sodium 
bicarbonate should suffice, but it must be done in 
careful detail and with sympathetic handling. Rough, 
hard handling is fatal, as the child loses confidence 
and resents treatment. A solution of thymol and 
glycerine is also useful in aU inflammatory conditions. 

When teeth erupt, whether milk or permanent 
dentition, they should be carefully brushed, great 
care being taken to avoid the gums. Much benefit 
will be derived from the use of a syringe which will 
flush away any accumulated debris around the erupt¬ 
ing teeth. Later on this should be carried out as a 
routine procedure, and it will be found invaluable 
in erupting molars, especially the wisdom teeth, 
which, owing to delay and difficulty in erupting, 
frequently cause inflammation of the gums and if 
neglected result in septic trouble. 

It would be a great advance and help if nurses 
were given instructions in dental hygiene during 
then* training—in fact not only nurses, but all those 
responsible for the upbringing of the young in any 
sphere of life. I would suggest that they should be 
given opportunities for practical experience; for 
although it may be easy to look on or even to know 
what should be done, it is another matter to be able 
to carry it out efficiently, and it does require very 
gentle handling to cleanse a child’s mouth properly 
without losing its confidence. If the nulling profession 
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would only realize what an immensity of good they 
could do by this small detail in their daily work, they 
would do it with all the care that is theirs to give. 

As I have said, swabbing and syringing should be 
carried out as a daily routine, and when inflammatory 
conditions of the gums arise, or continue, they should 
be syringed with a solution of carbolic and iodine 
(the carbolic 1 in 80 strength) or peroxide of hydrogen. 
When clean, the pockets of inflamed areas may be 
dressed once or twice with iodine tincture. Should 
this careful cleansing fail to cure or even arrest 
the inflammation, then it will be advisable not 
to delay too long the extraction of a tooth or teeth 
from the infected areas. Too long delay often involves 
complete extraction of the teeth, and frequently 
with poor results, as the infection may have gone 
far beyond a localized inflammation, and spread into 
the deeper parts of the jaws, and the general circula¬ 
tory system. In this case extraction can no longer 
effect a cure, but only prevent reinfection from the 
gum margin. 

When making early extractions the aim should 
always be to leave the remaining teeth fimctional 
and so avoid any cause for replacement with artiflcial 
appliances, as they defeat the object of the extraction. 
Unfortunately when it is a case of having to lose front 
teeth, from an aesthetic point of view artificial replace¬ 
ment is essential, and this replacement, whether by 
fixed or moveable appliances, is a curse. T his point 
should show how important it is to carry out dental 
hygiene efficiently. Much more might be said about 
adequate cleansing of dentures which are such a. 
common cause of sepsis and gingivitis. But avoidance 
of injury to gums, the prevention of stagnation, and 
efficient drainage, if carefully carried out, should go 
a long way to prevent much of the deep-seated jaw 
infections, resiflting from inflammatory conditions 
of the gums. 


X X 
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TUMOURS AND ULCERATIONS 
OF THE PHARYNX 

By R. SCOTT STEVENSON, M.D., F.R.C.S.E. 

Surgeon, Metropolitan Ear, Noee and Throat Hospital; Consulting 
Laryngologist, London County Council Tuberctd^s Sanotoriums. 

T umours of the pharynx, tonsil and soft palate 
are not uncommon, and the purpose of this short 
article is to urge the necessity of making a careful 
examination of tumours and ulcerations in this region 
and of bearing in mind the different types of disease 
that may be present. The most important single 
factor in the treatment of malignant disease of the 
pharynx is the time factor, and unless the family 
practitioner is given the opportunity in time by the 
patient and the surgeon is given the opportunity in 
time by the practitioner, advances in treatment— 
whether by new methods of employing radium or 
therapeutic X-rays or by diathermy or modifications 
of surgical technique—will prove in vain. 

Case 1 .—k married woman, aged 49, complained of discomfort 
in the throat and pain in the left ear, which began nine months 
previously, and were getting steadily worse since. Six months ago 
a small idcer was noticed on the left tonsil, which was treated with 
antiseptic gargles; but the ulceration grew larger and extended over 
the anterior pillar of the fauces. The patient became alarmed at 
the appearance of the ulcer and came from abroad, where she lived, 
to consult a surgeon in London, who referred her to me. The 
illustration shows the condition of the throat when she consulted 
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me. The ulcer had a hard, overhangmg edge and the tumour of 
the tonsil was stony to the touch. Biopsy showed it to be 
carcinoma. The patient had several cariotu teeth, which were 
removed, and after the gums had healed the growth was removed 
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by diathenuy and the glands in the neck on both sides treated by 
deep X-rays according to Coutard’s fractional dose method. 
The patient, however, was in an emaciated condition before 
operation and did not do well; she died of cachexia in three months. 

In the above case symptoms had been present for 
nine months before the patient invited medical advice 
about the ulceration in her pharynx, and as a result 
surgical treatment was of no avail. The method of 
treatment employed would, apparently, make very 
little difference. G. Gordon-Taylor^ insists that in 
the treatment of malignant disease of the oral cavity 
the knife and scissors are obsolete, and that the use 
of diathermy has brought about a great improvement 
in the operative results, though in the treatment of 
potentially infected glands of the neck he prefers to 
use the knife for block dissection, rather than 
diathermy or the burial of radium needles or radon 
seeds. Gwynne Williams,® on the other hand, does not 
find that the ultimate results, so far as recurrence is 
concerned, are any better with diathermy than with the 
knife and forceps. This present article is concerned, 
however, with diagnosis rather than with treatment; 
for the general practitioner would be ill-advised to do 
anything other than to send these patients to a surgeon 
at the earliest possible moment. The following case 
may be contrasted with the first:— 

Case 2.—married woman, aged 65, complained of nasal catarrh 
and an irritable throat for thi^ months past. On examination 
the right tonsil was slightly larger than the left, and about the 
middle of it there were a few tiny nodules (see illustration). 



Fia. 2. 

I admitted the patient to hospital and dissected out the tight tonsil 
under evipan aauesthesia. Mim)soopical examination revealed 
squamous epithelioma at the part where the nodules appeared. 
The patient was thereafter given a course of deep X-rays by the 

X X 2 
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fractional dose method to the right side of the throat and the 
glands of both sides of the neck, and so far (six months later) has 
remamed free of any sign of recurrence. 

In making a diagnosis in such cases, three things 
only are essential: a good light (there is no excuse for 
not having a good light; it is unnecessary to learn 
to manipulate the head-mirror, for an excellent electric 
headlight can be purchased for seven shillings and 
sixpence and an electric torch is usually adequate), 
a tongue depressor, and the forefinger. It is important 
to feel the tumour or the ulceration, and to learn to 
diagnose a cyst or an encysted abscess from a gumma 
or a sarcoma. 

Case 3.—^An unmarried woman, aged 45, had noticed a swelling 
of the right tonsil for two weeks past and consulted her practitioner. 
He observed that while the right tonsil was considerably enlarged 
(see illustration), the other was quite small, and brought her to 



Fig. 3. 

consult me next day. I found that the swelling wa.8 confined to 
the right tonsil, which was freely movable, and was stony hard to 
the touch. I persuaded the patient to go into a nursing home that 
night, and next morning, \mder general anaesthesia, I carefully 
dissected out the right tonsil. Microscopical examination proved it 
to be a lympho-sarcoma (spindle-shaped cells), completely confined 
within the capsule of the tonsU. After a few days in bed the 
patient began a course of deep X-rays by the fractional dose 
method, directed to the glands of both sides of the neck; she has 
had two courses of this treatment, and so far (eighteen months 
after) shows no signs of recurrence. 

It must not be thought that all or nearly all the 
tumours of the pharynx are malignant. I have 
emphasized the possibility of malignancy because of its 
importance,but papillomas, fibromas, adenomas, lipomas, 
chondromas, teratomas, cysts and almost any variety 
of tumour may be found in the region of the pharynx, 
as well as aberrant salivary or thyroid gland tissue, 
for the palate is formed by a very complicated infolding 
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of foetal structures. One of the most interesting types of 
tumour is the mixed salivary tumour, most commonly 
found in the parotid and called mixed parotid tumour. 
It sometimes shows malignant characters, and should 
be treated as if it were a malignant tumour:— 

Case 4.—man, aged 46, complained of a swelling in the region of 
the left tonsil. He had had an attack of acute ton^llitis two weeks 
previously, and had not noticed the sweUing before that. There was 
a large film tumour attached behind and internal to the left tonsil 
pushing the tonsil forward. It was thought that the condition was 
probably an encysted peritonsillar abscess, but might be a sarcoma. 
A week later the left tonsil was dissected out under general 



anaesthesia, and was found not to be attached to the tumour. By 
dividing the muscle fibres of the tonsil bed, a rounded, smooth 
encapsSed tumour was exposed and was shelled out; the only 
difficulty was at its further end, which was attached to the vertebral 
column. On microscopical examination the tumour was foimd to 
be a mixed palatine tumour, epithelial in origin, derived probably 
from the ducts of a salivary gland. The tumour probably arose 
from an aberrant salivary gland, such as is sometimes foimd in 
association with the tonsil. This patient died two years later of 
pneumonia, no recurrence having appeared in the meantime. 

The diagnosis of an nicer of the pharynx may 
sometimes present unusual difficulties, and various 
pathological investigations may have to be carried out 
in order to make a definite diagnosis, for the ulcer may 
be due to syphilis, tuberculosis, Vincent’s angina, or 
mahgnant disease, as well as stomatitis or herpes. 

Case 6.—^A young married woman, aged 26, complained of pain at 
the left side of the throat, on swallowing, for the previous five weeks. 
She had had an operation on her tonsils two years previously, but 
they had been incompletely removed, and on examination a white, 
smooth-edged, ulcer occupied most of the tonsil remains on the left 
side. Her post-nasal space was clear and her larynx quite healthy. 
Her throat had the odour characteristic of Vincent’s angina, and 
I took a swab from the ulcer and at the same time painted it 
thoroughly with neo-salvarsan applied by a cotton-wool swab dipped 
in glycerine. The report on the swab which I received two days later 
was that there were staphylococci and non-hsemolytic streptococci 
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preseat, with a few Vincent’s spirilla; no diphtheria bacilli. I saw 
the patient a week later, after she h^ had farther local treatment 
with neo-salvarsan, but there was no improvement at all, and the 
pain on swallowing was rather worse. I wen took a scraping from 
the Tilcer for further examination and took a specimen of bl<^ for 
Wassermann test; the scraping was negative (I asked especially 
that tubercle bacilli shotdd looked for) for organisms other than 
staphylococci and non-lusmolytic streptococci, whfle the Wassermann 



test was completely negative. Microscopical examination of a piece 
punched from the edge of the ulcer showed granulation tissue only. 
I then advised that the idcer should be treated as a simple ulcer, 
probably originally a Vincent infection, with ansesthesin and 
orthoform (half and half) powder insufSated to ease the pain on 
swallowing. I did not see the patient again for two or three weeks, 
when I was called to see her on account of a sudden fare-up of 
temperature. The ulcer was much the same as before, but examina¬ 
tion of the larynx revealed a glazed epiglottis and swollen arytenoids, 
characteristic of a tuberculous invasion of the larynx. Examination 
of the chest showed nothing definite beyond some crepitations 
at the right apex, but bacteriological examination of the sputum 
showed a few tubercle bacilli. A bad prognosis was given, but as 
a matter of fact the patient eventually did very well, the ulcer of 
the tonsil healing as her general condition improved. 

It is unfortunate that the early symptoms of tumours 
of the pharynx are usually so slight—^at most there 
may be some trifling interference with swallowing or 
speaking—^that the patient may notice nothing until the 
condition has become considerably advanced. When, 
however, in an adult, the practitioner making a routine 
examination observes definite differences in the appear¬ 
ance of the two tonsils or the sides of the pharynx, 
it will usually be wise to refer the patient to a laryn¬ 
gologist for more thorough examination and not to 
waste what may prove invaluable time in trying the 
effect of paints, gargles, or potassium iodide. 
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THE PRESENT POSITION OF 
THE TREATMENT OF VARICOSE 

VEINS 

By DAVID H. PATEY, M.S., F.R.C.S. 

Aaaiakmt Surgeon, Middlesex Hospital; Assistant Surgeon, 
Hampstead General Hospital. 

T he introduction a few years ago of injection 
treatment completely altered, almost in a night, 
the whole treatment of varicose veins. Operations 
for varicose veins disappeared from the operating 
lists, and the knife was banished to make room for the 
needle. There is now available, it was argued, a simple, 
safe, and sure method of treatment for all cases of 
varicose veins, and one moreover that can be carried 
out without the expense and inconvenience of confine¬ 
ment to bed. So great became the demand for the 
new treatment that many hospitals had to set up 
special clinics to cope with the crowds of patients, and 
in addition practitioners everywhere were called upon 
to treat large numbers of patients. Recently, however, 
signs have begun to appear that everything is not 
well with the injection treatment of varicose veins. 
Articles have appeared in the medical press of many 
countries complaining of the high incidence of recur¬ 
rence after injection treatment; other papers have 
dwelt on the importance of prolonged after-care, and 
operative procedures of various types have begun to 
creep back. The time therefore is ripe to recast our 
ideas on the treatment of varicose veins. This article, 
based on the work of the Varicose Vein Clinic of the 
Middlesex Hospital during the past four years, reviews 
my conclusions on the position which operation, injec¬ 
tions, and other measures should occupy in the treat¬ 
ment of varicose veins to-day. 

In the first place, all cases of varicose veins are not 
alike, and what may be suitable treatment for one case 
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may not necessarily be so for another. The following 
is a simple clinical grouping of varicose vein cases 
together with the treatment advised for each group :— 
(1) Varicose veins fUing by single, readily recog¬ 
nizable, and easily controlled venous trunks. — The 
classical example of this is the varicose condition of 
the internal saphenous venous system, in which there 
is a dilated incompetent main internal saphenous vein 
in the thigh, and varicosities of different sizes and 
degrees of complexity in the leg, all of which after 
emptying are controlled by pressure on the main 
saphenous trunk in the thigh. Before the days of 
injection treatment, this type of case was treated by 
Trendelenburg’s operation, which consisted in excision 
of the extreme upper part of the saphenous trunk. 
Although this operation often gave very good results, 
it sometimes failed owing to the presence and subse¬ 
quent development of perforating communicating veins 
lower down. On the other hand, injection treatment 
alone is not usually satisfactory owing to the difficulty 
of obliterating the main saphenous trunk, and the 
frequency of its recanalization. In these cases the 
most successful results can be obtained by a com¬ 
bination of excision and injections. Probably it is 
best to excise the whole of the main vein in the thigh 
from the saphenous opening to the inner side of the 
knee, and this can readily be done subcutaneously 
with Babcock’s probes. This operation, however, 
requires a general anaesthetic and a stay in bed, and in 
order to avoid this we have contented ourselves in most 
cases with excising about four inches of the vein from 
the middle of the thigh through a vertical incision 
under local anaesthesia, the patient subsequently being 
allowed to return home. This more limited operation 
is performed in the operating theatre with all aseptic 
precautions, and particular attention is paid to 
haemostasis, the cut ends of the main vdn being tied 
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with two, or even three, separate ligatures. With these 
precautions there has not been any anxiety about 
treating these cases as out-patients. At the time of 
the operation an injection is given into the lower end 
of the exposed vein. The solution used has been 
quinine and urethane of half the usual strength (i.e. 
quinine bihydrochloride approximately 5 per cent, 
instead of the usual 10 per cent.), and we have injected 
up to 8 c.cm., depending on the extent of the varicosi¬ 
ties, the usual dose being 5 to 6 c.cm. At the end of 
the operation the leg is bandaged from the instep to 
above the incision with elastic adherent strapping. 
The patient is instructed to take things quietly for the 
first 48 hours, and the strapping is left undisturbed 
for ten days. 

The results in suitably chosen cases of this combined 
excision and injection treatment have proved very 
satisfactory, and in many cases the procedure described 
is sufificient to obliterate the whole varicose area. If a 
few varicose veins still remain, they usually respond 
readily to one or two further injections, since the main 
regurgitant stream has been cut off. 

We also endeavour to apply this combined treatment 
in other similar types of varicosity besides the classical 
internal saphenous, whenever it can be demonstrated 
that there is a varicose system fed predominantly by 
one venous trunk controllable by pressure. 

(2) Early varicose veins .—^A type of case frequently 
seen is that of a young woman or girl who has noticed 
a few small varicose veins and comes because of their 
bad cosmetic effect, rather than because they are 
causing any trouble. Cases of this type are the most 
satisfactory for pure injection treatment; the veins 
usually respond readily, the treatment is not prolonged, 
and e2q>erience proves that the late results are good. 
A word of caution, however, is necessary about the 
treatment of these oases: sometimes in anxiety about 
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the beauty of her legs, the patient comes with veins so 
small that their injection would be very difficult. It is 
best, therefore, owing to the disastrous effects following 
leakage of the solution into the subcutaneous tissues, 
not to be too ambitious in these cases, and to treat 
those veins only which can quite certainly be safely 
injected. 

(3) Extensive varicose veins filling through numerous 
venms trunks, diJficuU to recognize, and impossible to 
control by proximal pressure. —^This is a very difficult 
t 5 q)e of case to deal with. Treatment by operation 
alone is unsatisfactory, since it is practically impossible 
to secure aU the communicating venous trunks through 
which the varicose veins fill. Injections in many cases 
undoubtedly give considerable symptomatic relief and 
cosmetic improvement, but the treatment has definite 
disadvantages and limitations. For in these extensive 
cases it is a long and tedious business for both patient 
and practitioner, often extending over many months, 
and at the end recurrence owing to recanalization of 
obhterated veins is not unlikely. Each case has to be 
judged on its merits, and it is probably best to explain 
fully to the patient the possibilities and the difficulties, 
and to weigh carefully other factors, such as the age 
and temperament of the patient, before deciding 
whether active treatment by injections or palliative 
treatment by supporting bandages is best suited to the 
particular case. 

(4) Very large varicose veins. —^Very large varicose 
veins are difficult to obhterate by injections; large 
doses are usually required, and, if successful, the 
resultant local reaction is likely to be severe. For this 
reason, very large varicose veins are probably best 
treated by excision or a combination of ligature and 
injections. 

(5) Dilated skin venules. —^In some oases the patient 
is chiefly concerned about collections of small dilated 
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skin venules rather than subcutaneous varicose veins. 
The treatment of these skin venules is not very satis¬ 
factory, as they do not as a rule lend themselves to direct 
injections. If there is an obviously communicating sub¬ 
cutaneous varicose vein, the injection of this sometimes 
does good. Otherwise, the possibility of X-ray or 
radium treatment as for angiomas should be considered. 

(6) Varicose veins associated with ulcers .—The relation 
of varicose ulcer to varicose veins is not always clear. 
Thus, on the one hand, very well-marked cases of 
varicose veins without the slightest trace of skin 
blemish are common, and, on the other hand, varicose 
ulcers without any trace of varicose veins are frequently 
seen. But if varicose veins are present in association 
with ulcers, it is as well to give the patient the benefit 
of the doubt and, in addition to treating the varicose 
ulcer, to treat the veins actively by the means best 
suited to the particular case. Unfortunately, it is im¬ 
possible absolutely to guarantee that the treatment of the 
varicose veins will prevent the recurrence of the ulcer. 

(7) Varicose veins associated loith other leg troubles .— 
Finally, patients with varicose veins not infrequently 
suffer from symptoms due to other troubles, such as 
foot strain. It is, of course, important to recognize 
this, as the proper treatment in these cases is that of 
the condition causing the symptoms, the veins often 
not requiring active treatment. 

Condusion .—^Many points in the etiology of varicose 
veins are still obscure, and untU these are cleared up 
treatment cannot be entirely rational and satisfactory. 
At present it is necessary to recognize that cases of 
varicose veins fall into different clinical types demand¬ 
ing different types of treatment. But contrary to what 
is sometimes thought, surgical methods still occupy an 
important place in the treatment of varicose veins, and 
the best results are obtainable in cases in which surgical 
and injection methods can be combined. 
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SOME OBSERVATIONS ON THE 
DIAGNOSIS OF SILICOSIS 

By a. J. amor, M.D., M.Sc. 

Homrary Phydcian^ Clydach Hospital, Clydach, Swansea, 

AND 
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Assistant Tuberculosis Physician, King Edioard VII Welsh National 
Memorial Association; Late Senior House Physician, Brompton 
Hospital Sanatorium, Frindey, 

INTRODUCTION 

T he diagnosis of silicosis can only be arrived at 
with any degree of certainty by considering 
exhaustively the history, physical signs, radiological, 
pathological and chemical examinations. During life, 
an endeavour should be made to render deductions upon 
a pathological basis, because too frequently the 
diagnosis of this, and its allied comphcation silico- 
tuberculosis, is only made absolute at autopsy—^i.e. the 
physical signs should be interpreted in terms of 
pathology so that they will convey to us some idea of 
the morbid changes present in the lungs. These can 
be correlated with the radiograph and possibly later 
confirmed in the post-mortem room. As far as the 
radiological aspect of the question is concerned it is 
of paramount importance to appreciate that interpre¬ 
tations of any morbid pulmonary condition should be 
based upon a thorough knowledge of the anatomy and 
histology of the lungs, and upon the pathological 
processes peculiax to the infecting or etiological agent. 
It is not our intention to discuss the etiological con¬ 
siderations, except to state that some infecting factor 
seems to be at work in the group of cases we have 
investigated. It appears that the silica particle, as 
such, is not solely responsible for the causative lesion, 
and recent work by Jones' brings forward evidence 
that a hydrate of potassium aluminium silicate or 
“ sericite ” is the causative factor of the pulmonary 
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lesions of these workers. However, the evidence as it 
stands at present is not convincing. The lesion, as it 
appears in the South Wales coal-miners appears to be 
unique in many respects. 

We have endeavoured in this investigation to express 
some clinical radiological and pathological views on 
the diagnosis of silicosis as it occiirs in the South Wales 
coal-miners, with some notes on the differential 
diagnosis of the super-imposed tuberculous infiltration, 
frequently found in these workers. 

Industrial history .—The history of exposure in the 
mines is of exceptional importance—the number of 
years worked underground, the nature of the seams 
encountered, the character of the rock and sand, and 
the type of labour carried out—drilling and rock¬ 
boring—are points into which full inquiry should 
be made. In some of our cases it is surprising how 
early radiological evidence of fibrosis is present, even 
after a relatively short period in the mines. 

Symptoms .—^The patient is a male usually between 
the age of 20 and 45 years, and apart from cough and 
expectoration of a muco-purulent nature or “ black- 
spit,” the most constant symptom is a progressive 
dyspnoea, especially noted on the least exertion. 

Physical signs .—^These are most variable and are 
not pathognomonic. They are usually associated with 
bronchitis and emphysema. The chest is well covered 
and unless there is any marked degree of super-imposed 
tuberculosis there is no wasting. Inspection and 
palpation reveal limitation of the chest expansion, 
and movements are restricted—especially in the basal 
regions. The percussion note may or may not be 
impaired—^usually there is a general impairment on 
percussion, especially in the earlier stages of the disease 
and later when consolidation is present there is absolute 
dullness. Auscultation reveals signs of bronchitis and 
emphysema, although the chest may be entirely free 
from moist sounds. In an advanced case signs of 
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fibrosis and consolidation are usually present. The 
breath sounds are frequently weak with a diminished 
air entry into one or both bases. We have noticed a 
peculiar but very constant and characteristic harshness 
at the end of the inspiratory phase, even when all other 
abnormal auscultatory signs are absent. If there are 
definite signs of cavitation present there can be but little 
doubt that the case is complicated by tuberculosis. A 
silicotic lung may show multiple small cavities at the 
post-mortem, but these cavities cannot be recognized 
clinically. 

SPECIAL CONSIDERATIONS 

These comprise : (1) Sputiun examination. (2) X-ray 
examination. (3) Chemical, Pathological and Histo¬ 
logical examinations. 

(1) Sputum emmination .—Silicosis imdoubtedly pro¬ 
duces a fertile field in the lung for the tubercle bacillus 
and the liability seems to increase in proportion to the 
degree of silicosis present. The more chronic manifes¬ 
tations of tuberculosis are observed in men with 
advanced silicotic lesions. The sputum should be 
examined in every case as a matter of routine. If 
continually negative by ordinary examination (Ziehl- 
Neelson method), it should be examined by the anti- 
formin concentration method. If again negative, a 
guinea-pig inoculation should be carried out, followed 
by post-mortem examination of the animal six weeks 
later. 

(2) X-ray emmiruxtion .—^Probably the earliest col¬ 
lective X-ray studies on a large scale were made by the 
South African Miners Phthisis Commission, the report 
of which was published in 1916. In aU pulmonary 
cases in which a diagnosis is sought a good X-ray film is 
essential. The technique is important and should be 
standardized, e.g. exact centreing of the patient, speed 
of exposure to avoid blurring, and standard developing. 
It. is logical that the stages of fibrosis in silicosis should 
be based upon radiological appearances. A clinical 
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olajssification would be based largely upon progressive 
dyspnoea and capacity for work—^in fact these can be 
correlated intimately with the X-ray appearances. 

Ante-primary stage .—^An ante-primary stage is 
described by American workers.* Workers in this 
country describe a pre-Rcentgen-ray stage followed by 
first, second and third stages. In the ante-primary 
stage changes take place in the central portions of the 
lungs. There is a slight hazy increase in density with 
or without the appearance of fine striation. Within 
these areas there are occasionally found a few pin¬ 
point “ nodes ”—^probably representing the beginning 
of visible deposits in the lymphatics. Other con¬ 
ditions, such as passive congestion may give rise to 
these appearances. 

First stage .—^The radiograph shows increased promi¬ 
nence of the hilar shadows. The trunk shadows of 
the mid zone show some thickening and the linear 
markings are more defined in the peripheral zone 
(Fig. 1). On screening examination the inner half of 
the diaphragm is frequently restricted in its movement 
in full inspiration. Other conditions may give rise to 
these appearances, e.g. passive congestion from cardiac 
decompensation and acute and chronic respiratory 
infections. Usually there is no difficulty in detecting 
coincident tuberculous infection in this stage. 

Secondstage .—^In this stage the characteristic mottling 
throughout the lungs, due to small fibrotic nodules, is 
present. In the early period the mottling appears 
around the root of the lung and later the shadows 
are uniformly and rather symmetrically arranged. 
It is stated by some authorities that these appearances 
become perceptible initially in the right lung, and are 
regarded as due to the larger air entry into the right 
lung—^in our cases this has not been very evident. 
The bases of the lungs are relatively clear owing to the 
associated emphysema (Figs. 2 and 3). On screening 
examination the descent of the diaphragm may be 
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restricted only in its inner half as occasionally noted 
in the first stage, but there may be a definite restriction 
of movement throughout its entire extent. The appear¬ 
ances are fairly characteristic and not likely to be 
confused except with miliary tuberculosis or broncho- 
pneumonic tuberculosis. The clinical history, absence 
of fever and other constitutional evidence of tubercu¬ 
losis are the distinguishing points. The density of 
the silicotic nodes and the associated fibrosis are 
factors which help to differentiate this disease from 
miliary tuberculosis. Multiple metastases like carcinoma 
and sarcoma may also simulate broncho-pneumonic 
tuberculosis, but metastases are more sharply defined 
and are of a homogeneous density; they tend to 
clump together and leave the apices clear. 

Third stage .—^This stage is characterized by a diffuse 
fibrosis. The fibrotic nodules are larger and where most 
prevalent tend to coalesce into still larger irregular 
masses. Pleural thickening is evident especially in 
the peripheral regions (axilla) and, it may be noted 
here, that under-exposed films show this rather well. 
Massive fibrosis with extensive pulmonary consolidation 
is also common in this stage. It is usually symmetrically 
localized to one area in each lung but is occasionally 
unilateral. Dense fibrous bands can often be seen 
extending in various directions in association with 
massive fibrosis. Diaphragmatic deformities are gross 
and show marked peaking (Figs. 4 and 6). On screening, 
the movements are very restricted and in most cases 
the diaphragm is immobile and fixed. Depending upon 
the degree of fibrosis present, the heart, great vessels 
and trachea are sometimes displaced. The difficulties 
in diagnosis in the third stage are in the detection 
of super-imposed tuberculosis. There appears to be 
some difference of opinion as to the exact pathological 
changes leading up to the formation of areas of massive 
fibrosis, but the consensus of opinion seems to indicate 
that these areas are the result of a combined lesion— 
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Kkt. 1. silicosis - stage I Note the 

iiicmised pronuneiice of the hilar shadows willi 
thickening of the trunk shadows Linear 
inarkingH are defined and then^ is some degr(H' 
of ndiculation pnwmt Fknph^sema is pr(‘s(*nt 
at the hases and the right diaphragm is flattened 
and tlie (onto phrenic angle ih partial)} 
obliterated. 


Fig. ‘2 Slum mg the characteristic coaiM‘ 
mottling, symmetruaily arranged throughout 
both lung holds m the second stage of silicosis. 
Kmph}sema is present at the bases, but to a 
less extent than m the first case (Fig. 1). The 
bases are affeited to a rather unusual degrts' 






Secondary sihco.siH passing into the 
tertiary stage showing coalescence of nodules 
to foim small consolidated areas in the mid 
/^one. Note the peripheral pleural thickening 
and the flattening of the right diaphragm, and 
partial obliteration of the costo-phrenic angle. 



Fig. 4.— Third stage or tertiar\ siluosis. Con¬ 
solidated areas occupying the iH‘ri})heral parts 
of the upper and mid zones. Marked em¬ 
physema at the bases of the lung. 
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Fig. 5.-Third stage silieo8iH—“ cricket-ball Showing a mixed lohiori of silico- 

^'yP^* ’ I^ense localized consolidatiKl areas in tuhtwiilosis (sputum positno case). Then* is 

both upper zones. The mediastinum is drawn cavitation m the left upp(‘r zone Tyjiical 

to the left. Extreme degree of emphyst^na at silicotic coarse nodular fibrosis in imd /ones, 
the bases with marked irregularity of the 
diaphragm. 



Fig. 7.—X-ray photograph of lung after re- Fjo. K.— Se<*tion of lung showing dense fibrotic 

mo\al from cada\er, showing dense fibrotic apical area with considerable emphysema at 

areas. *the base. 
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silicosis and tuberculosis—^the latter being of a very 
chronic type. When the skiagram shows definite 
evidence of cavitation in the apical or infra-clavicular 
regions, superimposed tuberculosis is invariably present. 
From a radiological standpoint, dense shadows of 
fibrotic consolidation in the regions of the apices and 
upper zones should always be regarded with the 
suspicion that the lesion is a combined one of silico- 
tuberculosis (Fig. 6). 

(3) Paihology of silicosis. —Experience has taught us 
that it is impossible to arrive at anything approaching 
a correct diagnosis of this condition without the most 
careful correlation of both the macroscopic and micro¬ 
scopic appearances together with the silica content of 
the tissue under examination. The correlation of these 
three factors is essential, because the intensely black 
colour of the majority of the lungs that we have 
examined has tended to mask other conditions which 
may be mistaken for silicosis, in fact we have recently 
examined lungs in a state of pneumonic hepatization, 
and also those containing the metastases of carcinoma 
in which the macroscopic appearances and silica 
content were almost characteristic of silicosis. 

Method of examination adopted .—^The method of 
examination is best illustrated by reference to the 
photographs. The lung after removal from the cadaver 
was X-rayed, a soft tube being used (Fig. 7). Depending 
upon the areas shown in the film, portions were 
removed for examination. The macroscopic appear¬ 
ances, not only of the piece removed but of the 
immediately adjacent lung, were carefully noted(Fig. 8). 
The portion removed was then divided into two so, 
that, as far as possible, macroscopically identical 
portions were used for preparing the sections, and for 
estimating the silica content. Six such areas were 
examined. While we realize that this method is open 
to considerable criticism—^as are most methods of this 
nature—still, we feel that it enables us to give a fairly 

Y Y 




706 


THE PRACTITIONER 


full and accurate description of the pathological con¬ 
dition present. The sUica determinations are of great 
value and importance when considered with the 
remaining diagnostic factors, but, alone, they are of 
little value as a high silica content may be found in 
lung tissue in which no gross lesion is present. The 
absence of a high sdioa content is obviously against a 
diagnosis of silicosis. The silica determinations were 
made both by a modification of the colorimetric method 
of Isaacs^ and by the gravimetric method described by 
Treadwell and Hall.* 

Macroscopic examiruUion .—^The pleura shows con¬ 
siderable variations in thickness. Adhesions are 
common, but in the absence of tuberculous infection 
they are, as a rule, easily separated. When there is a 
super-added tuberculous infiltration the pleura may be 
a quarter of an inch in thickness and the adhesions 
are so many and dense that it is quite impossible to 
remove the limg from the cadaver without cutting 
through them with a knife. The lung tissue is 
invariably of a black colour and presents a charac¬ 
teristic rough rubbery feel to the gloved finger. In the 
secondary stages these fibrotic areas are nodular and, 
in the tertiary, become large, coarse and hard, and 
tend to occupy the middle zone of the limg. In all, 
there is a tendency to the development of a coarse 
compensatory emphysema. The distribution of the 
emphysema is interesting in that the bases of the lungs, 
which almost invariably escape the fibrotic changes, 
show it to a marked degree. It is, in addition, 
commonly found m the lung tissue between the 
fibrosed areas. The interlobar and interlobular septa 
show marked thickening and this can be demon¬ 
strated on the pleural surface quite well in those cases 
where this latter membrane is not unduly thickened. 

Microscopic appeararices .—^Excellent descriptions of 
■the microscopic appearances have been given by 
Cu mmins and Sladden,* Cooke* and ctthers. There has. 
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however, been a tendency to focus attention on the 
whorled nature of the fibrous nodules, and while we 
agree that these do occur, they are by no means typical 
of the condition. In the early stages thickening occurs 
in the walls of the smaller bronchi, blood vessels and 
in the interlobar septa. The l 3 nnphatics accompanying 
these are found choked with accumulations of dust. 
The alveolar walls themselves are thickened, eventually 
to such a degree that they come in contact. In the 
more advanced stages areas of fibrous tissue are found 



Fig. 9.—Showing areas from which portions of the lung were removed for 

examination. 

varying in size from a pea to an orange. The appear¬ 
ance of these larger areas under the lower power is 
very characteristic and conveys to the eye the impres¬ 
sion that considerable numbers of thickened alveoli 
have collapsed and become fibrosed together. The 
alternating lines of clear hyaline fibrous tissue and black 
dust are certainly suggestive that this does occur. 
The vessels in the final stages show interesting changes, 
the lumen being almost completely obliterated. It is 
suggested that the small irregular cavities formed by 

Y Y 2 
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the breaking down of the fibrous tissue are due to this 
obliterating endarteritis producing a localized type of 
ischaemic necrosis. Immediately beneath the pleura 
there is very commonly evidence of a chronic infiam- 
matory change with new blood-vessel formation. The 
small areas of l 3 nnphatic tissue foimd beneath the 
pleura are normally foimd in all lungs, and are not 
evidence of an infective inflammatory change. 

The silica content .—^The examination of the silica 
content of the lungs is, as stated above, an essential 
part of the diagnosis and a representative series of 
determinations made on the lung (shown on Fig. 9) 
are given below :— 

Percentage of silica in 

Area examined. ashed lung 


1 

2 

3 

4 

5 

6 


28-16% 

16-32% 

29-66% 

24- 77% 

25- 18% 
21-80% 


SUMMABY 

(1) Clinical and radiological examinations have been 
described in each of the three recognizable stages, and 
it has been shown that the correlation of these factors 
with the industrial history is essential for a correct 


(2) Brief details of the macroscopical and micro¬ 
scopical appearances of the condition are described, 
together with a series of silica determinations made by 
the colorimetric method noted in the text. 
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“ ESSENTIAL ” HAEMORRHAGIC 
PURPURA, WITH TRANSIENT 
MID-BRAIN SYMPTOMS 

By H, a. DUNLOP, M.D., M.R.C.P. 

Physician, Metropolitan Hospital; Assistant Physician, Royal 
Waierho Hospital, 

T his case was briefly reported in the Proceedings 
of the Royal Sociely of Medicine,^ and I am 
therefore indebted to the Honorary Editors for per¬ 
mission to publish the case in full. 

Edith W., aged 10 years, was admitted to the Royal Waterloo 
Hospital in November, 1932, mainly for epistaxis. She was 
plump and pallid. There were petechise and ecchymoses on the trunk 
and limbs. At this time the blood platelets numbered only 25,000 
per cubic millimetre, the clotting time was practically normal, 
and the bleeding time was 11 minutes against a normal 4. Plugging 
of the nose and blood transfusion were carried out, without any 
durable relief. 

The nervous symptoms, —On January 7th, 1933, the child was 
taken home against advice. On January i2th she was brought 
to Out-patients because of a “ funny look ’’ in the eye, double 
vision and staggering gait, and was again admitted to the ward. 
Examination revealed that the right upper lid drooped, that the 
right superior rectus was very weak, and that the right pupil 
was dilated and fixed. The power of accommodation was lost in 
the right eye. There was impairment of the inward movement 
of the right eye, both conjugate and convergent. The left eye 
showed normal movements, with one exception; although its 
conjugate inward movement was brisk, yet its convergent inward 
movement, so far as could be determined, was sluggish. The 
optic discs were both healthy. There were also :—(1) weakness 
of the left lower facial muscles; (2) a difference between the two 
plantar reflexes of which the right was strongly flexor, the left 
indeflnite; and (3) slight ataxia of the left arm. The gait was 
somewhat unsteady, but whether the unsteadiness was due merely 
to the diplopia or resulted directly from the mid-brain disturbance 
was not determined. 

The child was alert, nervous and intelligent. The abdominal 
reflexes were equally brisk on the two sides of the body, and to 
rough tests there was no sensory impairment such as might 
suggest involvement of the median flllet. Petechiae and ecchymoses 
were present, including petechise in the mouth. The bleeding time 
was still prolonged and the blood platelets scanty; the clotting 
time was normal. The nervous manifestations slowly disappeared; 
the order of recovery being (1) arm; (2) face; (3) accommodation, 
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and (4) superior rectus. Recovery appeared to be spontaneous and 
not related to any measure of treatment. 

Anatomical diagnosis .—^The lerion may have been single, or 
there may have been two or even more lesions. In this connection, if 
a single lesion localized in the anterior part of the ooulomotor 
nucleus is supposed, the difficulty arises that the fillet was spared 
yet the cortico-facial fibres were involved. The objection may 
be raised that the examination of the sensory functions was 
incomplete, and that the negative sensory findings should not be 
admitted as valid evidence, and further almost any lesion of the 
nerve tissue may by adjacent oedema spread its effects beyond its 
gross margin. On the other hand, the well known tendency of 
purpuric spots in the skin to appear in crops should be borne in 
mind, so that by analogy a multiple lesion is not improbable. The 
assumption is made, therefore, that the main lesion was in the 
oculomotor nucleus but that a subsidiary one was present in the 
pyramidal fibres which control the movements of the face. 

The ophthalmoplegia was probably nuclear, as Dr. T. H. 
Whittington point^ out at the time, because of the disturbance 
of convergence of the sound eye. The anterior part of the nucleus 
may be safely assumed to be the region involved, for, above all 
the controversy as to the allocation of function amongst the various 
cell groups of the nucleus, the sphincter pupillae and ciliary 
muscle are admittedly innervated by the anterior end. If on the 
other hand an intra-cerebral lesion of the fibres below the nucleus 
is assumed, it would have to be before they are gathered into 
a compact bundle; at first sight, involvement of the red nucleus 
(which is traversed by the strands of the oculomotor nerve) is 
an attractive theory, especially in view of the slight ataxia of the 
contra-lateral arm, but would not account for the weakness of 
convergence in both eyes. 

Nature of the lesion .—On grounds of probability this would 
appear to have been a minute hsemorrhage, purpuric in origin. 
Cferebral hsemorrhage is a well recognized occasional cause of death 
in purpura both “ primary and symptomatic. As Dr. H. 
Thompson Barron pointed out, purpuric lesions of the brain may 
well be commoner than is usually supposed, for they are easily 
overlooked in a very ill patient and, further, the brain is not always 
examined carefully at autopsy. 

The blood showed a varying degree of secondary ansemia with 
a low colour index: corpuscles, 3,600,000; hemoglobin, 

60 per cent.; colour index, 0*86; red cells pale with mild aniso- 
cytosis. Diffcse and punctate basophilia present. The leucocytes 
were not significantly abnormal in number or type in any of the 
counts performed. The clotting time was always approximately 
normal, the bleeding time prior to splenectomy always increased, 
as is commonly observed in purpura. The following are the platelet 
counts at different times :— 

November 29, 1932 - - - 26,000 

February 10,1933 ... 28,000 

March 22,1933 .... 126,000 
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May 9th, 1033 
[June 27th, 1933 - 
July 6th, 1933 
July 17th, 1933 - 

July 24th, 1933 - 

August 21st, 1933 - 
November 9th, 1933 
January 20th, 1934 


. 67,000 

- Splenectomy] 

- 168,000 
. 102,000 
- 120,000 

- 400,000 

- 170,000 
. 166,000 


CapiUary-reaistance teat ,—^This test was performed frequently by 
Dr. Bemaj^ Myers who insists on the importance of a positive test 
as weU as of thrombocytopenia and increased bleeding time as an 
indication for splenectomy in the treatment of purpura.* The 
results of the tests were repeatedly negative until March 23rd, 1933, 
when it was noted to be positive for the fibrst time. The test was 
thereafter positive occasionally. 

Splenectomy was performed by Mr. Rodney Maingot on June 27th, 
1933. Thereafter the haemorrhages into the skin and from the 
nose ceased, and the child has since remained well and free from 
symptoms. Previous treatment by blood transfusion, sunlight, 
and other methods did not have any lasting influence on the course 
of the disease. 


In conclusion, my thanks are due to Dr. T. H. 
Whittington for his opinion on the ophthalmic signs, 
and to Dr. Bernard Myers for his help and advice on 
many points, especially in regard to the vital question 
of treatment. To Dr. Knott I am indebted for the 
numerous blood counts which he performed. 
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MEDICO-LEGAL PROBLEMS IN 
GENERAL PRACTICE* 

VI.—RADIOLOGY IN RELATION TO 
MEDICAL JURISPRUDENCE 

By S. gilbert SCOTT, M.R.C.S., L.R.C.P., D.M.R.E. 

CmsviJting Badiologistf London Hospital; Honorary Badiologist, 
British Cross Clinic for Rheumalism. 

B efore the advent of X-rays the knowledge of 
congenital deformities of the human skeleton, 
apart from gross deformities, such as supernumerary 
fingers and toes, was limited to those foimd accidentally 
by anatomists in the course of dissection of the human 
body. As these variations, in many cases, consist of 
but very small extra ossicles or bone elements buried 
in soft tissues, such as muscle, or in tough ligaments 
and tendons, it is not surprising that the majority of 
them remained undiscovered imtil it became possible 
to utilize the X-rays for their detection. It can there¬ 
fore be easily understood why the list of known skeletal 
variations has grown rapidly during the last few years, 
and although, to the majority of practitioners they are 
still only of academic interest, the whole subject 
becomes one of very great significance when considered 
in relation to the Employers’ Liability and the Work¬ 
men’s Compensation Acts of 1906 and 1925. In 
medico-legal cases evidence of fracture of a bone now 
almost entirely depends on the radiographic findings; 
correct interpretation of the radiographs is therefore 
essential, and it becomes of paramount importance 
that the radiologists shoidd be familiar with aU those 
skeletal variations and conditions that may simulate 
or mimic fractures.^ A small extra ossicle {«e Fig. 1 ), 
while of little consequence in general medicine, may, 
by being mistaken for a fragment of bone fractured or 

* This is the sixth of a series of articles on this subject, to which 
other medico-legal authorities will contribute in sucoeediug numbers 
of The Pmetitumer. 
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tom off as the result of trauma, mean the payment of 
large sums for compensation, to which the patient is 
in no way entitled. In fact, it is probable that many 
thousands of pounds are being disbursed unnecessarily 
by insurance companies, owing to many of these con¬ 
genital variations being incorrectly diagnosed as caused 
by injury. In this country alone there are aimually 
some 400,000 accidents to workmen, involving pay¬ 
ments under the Workmen’s Compensation Act amount¬ 
ing to close on £12,000,000, and it may be assumed 
that in a large proportion of these cases fractures and 



Fig. 1.—Extra ossicle of left wrist marked with arrow. 


other injuries were involved which would require the 
use of X-rays in their diagnosis and treatment. 

Radiology in relation to medicine is a specialized 
subject, and as such is not yet universally included 
in the medical curriculum. As a consequence, the 
majority of medical practitioners cannot be expected 
to have more than a very superficial knowledge of the 
subject, and, what is of even greater importance, they 
are not, and in fact cannot be, aware of the many 
pitfalls and difficulties with which this branch of 
medicine is beset. 

Interpretation of radiographs .—Many medical {urac- 
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titioners consider the radiological ezaminatioiL quite 
satisfactory so long as the radiographs are technically 
good. This is a fallacy, for the interpretation of a 
radiograph by a practitioner with little experience or 
knowledge of the subject may be useless or even worse 
than useless, however satisfactory the radiograph or 
simple the case. Technically good radiographs are, 
of course, essential, but correct diagnosis is after all the 
most important aspect of the whole examination. 

Anyone who has had the experience of listening to 
the various and diverse interpretations of the same 
radiograph given by different medical practitioners 
will realize that, although the radiograph cannot lie, 
the interpretation of the shadows imprinted thereon 
may lead to considerable divergence of opinion. Each 
wiU point to definite indications as justif 3 rmg his 
diagnosis, indications which may be valueless to the 
trained observer. So, although there are definite 
shadows imprinted on the -radiograph, their true values 
and significance require the interpretation of an 
experienced radiologist, a point which cannot be too 
strongly emphasized. The difficulties of interpretation 
have increased in relative proportion to the improve¬ 
ment in apparatus and technique. It is now possible 
to obtain such a wealth of detail in the radiograph that 
slight variations from the normal which, only a few 
years ago, escaped detection owing to the inferior 
quality of radiographs, have become obvious and must 
be recognized as such. 

It has fallen to most radiologists, in the course of 
their routine hospital work, to note how frequently 
these skeletal variations occur, and how extremely 
dilficidt many of them are to differentiate from 
fractures. These might be, and in fact have been 
proved to be, veritable gold mines to patients, when 
it happened that at some time it became necessary 
to examine this particular region for injury. To 
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the imscrnpulous it certainly opens up a new and 
profitable field of exploitation, once they realize that they 
possess some physical abnormality whichreadilydeceives 
the eye of the practitioner without specialized knowledge. 

An example of how money may be extracted from Insmrance 
Companies was disclosed in a recent prosecution. The man had 
a congenital deformity of the clavicle, by means of which he was 
enabl^ to impose on doctors and others in a series of imaginary 
accidents. In the course of the case it was stated that he had 
practised this type of fraud for a number of years, and had 
victimized Insurance Companies to the extent of £2,300. 

Legal points .—report on the radiographic examina¬ 
tion of a case in which legal action may be involved 
requires special care in its preparation. Long ramblmg 
statements, featuring negative findings, should be 
avoided, as such documents are eagerly seized upon by 
the opposing counsel. Every statement should be care¬ 
fully weighed and worded, and all ambiguity avoided. 
The importance of keeping strictly to the radiographic 
findings need hardly be emphasized; it is also advisable 
not only to have a copy of one’s report at hand when 
giving evidence, but to memorize its contents. A slight 
departure from the original may be seized upon by 
the opposing counsel for effective cross-examination 
designed to discredit the evidence. Do not include 
an 3 ^hing in the medical report that cannot be 
substantiated in the witness-box. 

To the medical practitioner, legal procedure usually 
appears lengthy and involved. He will be well advised, 
however, to follow all the evidence carefully, at times 
suggesting to coimsel questions which might with 
advantage be put to the opposing medical witness or 
radiologist. Before entering the witness-box, he should 
have his report and radiographs arranged in order, 
and the facts of the case clearly before him. He must 
not forget that he is in the witness-box essentially as 
a radiologist. The temptation to stray beyond his 
sphere—a temptation readily encouraged by a clever 
counsel—^is often difi&cult to resist. A counsel may 
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also encourage an inexperienced medical witness into 
displaying his acumen—with the object of involving 
him in difSculties of his own creation. It should not 
be overlooked that coimsel is usually well informed on 
the medical aspect of the case which he is presenting. 
In certain circumstances the production of a normal 
radiograph for comparison may be of considerable 
value to the judge and medical assessor in appreciating 
some obstruse radiological point. This contingency 
must have been previously arranged for. The judge’s 
permission must, however, be obtained to produce 
this additional radiograph. 

The desirability of preparing reports carefully has 
been mentioned already. It must be remembered that 
the judge not only wishes to hear all the evidence, but 
has frequently to take it down in longhand. Consider¬ 
able irritation is therefore avoided if the witness takes 
a little trouble to deliver the evidence in clear and 
audible tones, with perhaps a slight pause at the end 
of each sentence. Highly technical terms should be as 
far as possible avoided. Occasionally an unfair ques¬ 
tion may necessitate an appeal to the judge. Above 
all, the radiologist will do well not to allow himself to 
become argumentative or to lose his temper. Having 
made up his mmd before giving evidence as to the 
condition of affairs displayed by the radiograph, he 
should not allow himself to be tempted in cross- 
examination into any controversial argument. 

Medical negligence .—^Legal action is occasionally 
brought against medical men on the groimd of negli¬ 
gence in dealing with or treating a fracture case. The 
medical difficulties in treating a complicated fracture 
cannot always be appreciated by lay persons or by 
members of the jury responsible for the verdict. 
What may be considered by medical men a very satis¬ 
factory result may be—^in fact, often is—^looked upon 
by these critics in quite a different light. 

The Medical Defence Union ant^ other medical 
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defence societies now advise their members that every 
case of fracture or suspected fracture must be radio¬ 
graphed. If the patient or those responsible object 
to this procedure, on whatever groimds, the practi¬ 
tioner in charge must obtain the refusal in writing, 
otherwise the society may refuse to defend the case, 
should an action be brought. It must be remembered 
in this connexion that the radiograph of a fracture 
may, from faulty technique, exaggerate any displace¬ 
ment of the fragments and give a wrong impression of 
the actual condition. The imscrupulous may deliber¬ 
ately make use of this factor. 

The medical assessor .—^Without doubt, the presence 
of a medical assessor on the Bench is of considerable 
importance in medico-legal cases. The interpretation 
of radiographs is especially apt to give rise to conflicting 
medical evidence. This is not surprising when the 
complexity of the examination is taken into considera¬ 
tion. While the medical assessor is always a man with 
medical knowledge and experience, he can scarcely 
be expected to possess an extensive acquaintance with 
radiology or to be familiar with its numerous pitfalls, 
such as congenital variations or technical errors. And it 
frequently happens that his opinion or judgment of a 
case rests almost entirely on the interpretation of the 
radiograph. The conflicting opinions expressed by the 
opposing medical men, or, in some cases, opposing 
radiologists, do not make his position easier. As a 
means of safeguarding insurance companies and the 
plaintifi against an imfair decision, it would seem 
advisable, where difference of opinion exists as to the 
correct interpretation of radiographs, that a consultant 
radiologist be asked to give his independent decision, 
which decision should be final. 

Reference 
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CORRESPONDENCE 


THE CARE OF THE FEET DURING AN ILLNESS 

Sir, 

I should like to call attention to some practical points in the care 
of the feet, which should prove useful to general practitioners. 
If anything goes wrong with the feet during or after an illness a 
man may be severely crippled for the rest of his life and all his 
activities may be affected. During an illness there is often much 
wasting of the muscles, which may be the general result of the disease 
as is seen in influenza and many acute fevers; but loss of tone in the 
muscles may follow even a short stay in ^d. The feet tend to 
drop and the condition known as talipes decubitus due to contraction 
of the calf muscles may supervene. For this reason a nurse or 
the person in charge of the invalid must move the and toes 
through their full movement at least twice a day no matter how ill 
the patient may be. But even when this is done there is often some 
aching of the feet when exercise is resumed. This is due to the 
musdes not having been exerdsed. As a result the ligaments 
become stretched when weight is borne. Most of this can be pre¬ 
vented by a little care. As soon as the acute stage of an illness is 
over, active contraction of the muscles with full movement of the 
joints of the feet should be carried out at least twice a day. This 
particularly applies to the musdes that bring the foot up to a right 
angle and that invert it. During the acute stages the patient was 
righffy told to do as little as possible. He is ra&er apt to continue 
to do tUs and to wait until he gets up before starting any exerdse. 
This is a mistake. He should be given every encouragement to 
move the legs and not to lie listless long before this t^es place. 
When he is getting up he should be supplied with a pair of shoes 
with the hed raised a third of an inch on the inside and prolonged 
forward for | inch, and the sole raised a third of an inch on the 
inner side, the so-called crooked and dongated hed and the inside 
flapper. All the boots and slippers should have this alteration 
for the first few months. The ordinary bedroom slippers should be 
for a time discarded. When standing he should rest with the feet 
a litde inverted so that his wdght comes on the outer border. And 
when walking he should at times keep the toes a little turned inwards; 
this hdps to devdop the musdes that control the instep. As there 
is certain to have been some wasting of the feet, the boots will often 
be found to have become a little too large, A sock in them will be 
most comforting. Attention should be given to the sods, for they 
will have been put aside for many weeks. Like woollen under- 
dothing in general, for some reason that is not apparent they do 
not improve by not being worn, for they seem to go on shrinl^. 
As a result they are apt to cramp the feet. Many of the maladies 
of ffie feet that follow an illness ate due to the socte being too tight. 
If Ae feet ache after coming in from a walk it is advisable to change 
the socks. At sudi a time raising the feet on to a chair or on a foot 
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stool is often veiy soothii^. Bathing them in wann water is 
beneficial and the addition of bath sdts help to remove the feeling 
of fttigue; thou^ lo per cent solution of Epsom salts (commercial 
preparations act quite as well as the purified) does equaUy as much 
good. Ifthe aching continues they may require tonii^ tip. Massage 
combined with active movement of the muscles is very usefid. 
An equally good procedure is to get two buckets of water, one con- 
tainiiK water as hot as the feet can stand, the other as cold as possible. 
The mt is immersed in one for one minute, and in the other for 
another. This is done twenty times night and morning. 

Cardiff. T. E. Hammond, F.R.C.S. 


THB TREATMENT OF NERVOUS DYSPEPSU 

Sir, 

Although I know there is nothing new in combining tincture of 
belladonna with a bromide and an alkali, I have found foe following 
prescription so useful in a number of cases of marked loss of appetite 
and loss of weight, of venous origin, that it may be worth while 
to print it for foe benefit of other practitioners :— 


B Pot. brom. - - - - - -gr. v 

Tr. bellad..11^ v 

Sod. bicarb. - - - - - -gr. xv 

Syr. aurant - - - - - -n\xv 

Aq. menfo. pip. ad - - - - - §ss 


Sig.—5ss t.i.d.p.c. et nocte. 


It is hardly necessary to say that, of course, neoplasm must be 
definitely excluded in these cases, by X-ra 3 rs or other examinations. 

Belfiist. H. S. Maxwell, L.R.C.P. and S.Ed. 


„ THE TREATMENT OF FUNCTIONAL ENURESIS 

Snt, 

Reguding Dr. Wilfred Sheldon’s article on “ Some aspects of 
enuresis ” (The Practitioner, April, 1834 , cxxxii, 475 ), I should like 
to mention ephedtine hydrochloride in foe treatment (ff f unc tional 
enuresis. It was first suggested to me when an as thmat ic patient 
complained of tempora^ difficulty in micturition, among other 
symptoms of ephedrine idiosyncrasy. In quite a few cases where 
I have fiuled with fitirly big doses of belladonna, I have succeeded 
with i to i gr. of ephefoine hydrochloride last thing at night. 
This action of ephedrine can be easily explained by sympathetic 
stimulation. 

Burton-on-T rent. 


M. Ghosh, M.B, 
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BEE VENOM IN THE TKEATMENT OF RHE0MATISM 

X.Y.Z. (l^ndoo, S.W.i) having written to ask if any infonnation 
could be given regarding the stings of bees as a cure for, or a 
palliative rheumatism, the inquiry was referred to Dr. Matthew 
B. Ray, who replied as follows:— 

Apicosan (Wolf) is a standardized solution of bee toxin especially 
prepared for intradermic injection. Intradermic injection is con¬ 
sidered to give better results to hypodermic introduction. It has 
been noted bee-keepers rarely suffer from rheumatism—how for 
this is true it is impossible to say. Burton (JSrit. Med. Joum. 1908 , ii, 
1369 and 1678 ) describes in detail the method he adopts in submitting 
rheumatic patients to the sting of a bee. C. S. Maude has written a 
short monograph on “ Bees and Rheumatism,” in whidi he states 
that the active principle of the bee sting poison is a non-nitrogenous 
substance. No formic add is present. The bee sting is not 
poisonous to man and Maude thinks the fluid from the b<« has 
antiseptic qualities as it is slightly add in its reaction. On the ofoier 
hand the sting from a wasp—as it is a dirty feeder—^may become 
very septic; a bee is a dean feeder and is only found on flowers. 
He further points out that bees will sting one person and not another. 
It is a well-known foct that some men handle bees with unprotected 
hands and not wearing a “ bee-veil.” From that he argues t^t the 
bee will only sting a rheumatic subject, and at times w^ even diase 
them a long vray. He suggests that a rheumatic subject has a pecifliar 
sour odour of the skin. In the experience of the writer, some very 
striking results have followed the applications of either stings by bees 
direct or by the use of the substance (apicosan) mentioned above. 
Other cases again appear to be quite unaffected one way or another. 
Most observers are agreed that sdatica and brachial neuritis show die 
best results. Articular rheiunatism does not seem to be much 
benefited. In all cases of intractable sciatica or neuritis in any other 
situation the treatment is well worth a trial. The following are forther 
references in recent literature:— 

Fehlow, W.; Deutsche med. Wsckr.t 1932 , Iviii, 334 . 

Roch, M.: “ Use of bee venom in Sciatica,” Rev. mid. Suisse 
Rom., 1933 , lii, 84 . 

Perrin, M., and Cuenot^ A.: “ Bee Venom,” Rev. mid. de VEst, 
1933 , M, 261 . 


VON BONSDORF’S SIGN IN TUBERCULOSIS 

M.D. (Northampton) having inquired about von BonsdoiTs sign 
in tuben^osis, about which a search of the usud authorities had 
revealed no information, the query was referred to Dr. L. E. Houghton, 
who replied as follows:— 

Von BonsdorTs sign depends on counting the lobes of the nudei 
in polymorphs. One examines the first 100 polymorphonudear 
leucocytes in a blood film and cotmts the lobes; norr^y the average 
is 275 lobes in 100 leucocytes. In tuberculosis this number is 
said to be reduced, but this is also true in other toxtemic conditions. 
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RECENT ADVANCES IN THERAPEUTICS 

THE TREATMENT OF PNEUMONIA 

In an attempt to evaluate the efficacy of the various agents and 
means available to combat pneumonia, it must be emphasized that 
the various types of pneumonia are ffistincdy different. Further¬ 
more, the course and mortality rate in any given type of pneumonia 
undoubtedly are influenced by the variable virulence of the ii^ecting 
organism and the natural resistance of ffie individuals at the time 
of infection. Environment likewise plays a very important part 
which cannot be overlooked. With regard to more specific measures 
in the treatment of pneumonia, the greatest strides ^ve been made 
in the devdopment of anti-serums. The ot^^ work with the 
anti-serum was done by Neufdd and Handd in Germany, but the 
anti-serum did not become generally used because it was difficult 
to produce, and because a large volume of horse serum had to be 
injected in order to obtain suffident units of anti-serum to give boiefit, 
and serum sickness frequently followed. With the improvement 
in production devised by Fdton, the anti-serum is again widdy used. 
It is the concensus of opinion that it is of definite ^ue in tihe treat¬ 
ment of lobar pneumonia, and that it will reduce the mortality rate 
to aTOrozimatdy half that in imtreated cases. In order to obtain 
ben^t from the serum, however, it is necessary that it ^ given 
within the first three days of the disease, and within the first forty- 
eight hours, if possible. As the serum is specific, it is necessary 
to determine the type of the infecting organism. Another procedure 
that is available in the treatment of pneumonia is the use of oxygen. 
This has been found of value in all t]rpes of pneumonia. Although 
theoretically it should have its greatest value in the early stages of 
the disease, it will be found to be of benefit at other times. It is 
especially of benefit during the stage of pulmonary oedema and 
congestion, by decreasing anoxaemia. A combination of carbon 
dioxide and oxygen has been advocated by Henderson and his 
co-workers in the prevention and treatment of post-operative 
atelectasis and pneumonia. Its action is that of increasing pulmonary 
activity and circulation. Although it is of benefit^ it has failed to 
solve ffie post-operative pulmonary complications. It also luis been 
used in other types of pneumonia, with very uncertain results. 
The use of diathermy, various types of lamps, Roentgen rays and 
other dectrical appliances, has attracted attention from time to time. 
The benefit to 1 m derived from their use is debatable; it probably 
is as much psychological as physiological. Bronchoscopy has been 
advocated in the treatment of pneumonia, to enable removal of 
obstructing plugs, to prevent atdectasis and to assist in bronchial 
drainage. There is evidence that it is of value, especially in treatment 
and prevention of post-operative pneumonia. In broncho-pneiunonia, 
in which it should be of greatest value, many other and less strenuous 
methods are available and give excdlent results. Chemotherapy 
is the fidd ci greatest interest and speculation, and on which die 
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literature has recently been most voluminous. The list of drugs 
advocated in the treatment of pneumonia is indeed an imposing one. 
Such drugs as ethylhydrocupreine, veratrum viride^ mercurocJ^me, 
digitalis, quinine, sodium cacodylate, the coal-tar products, and 
many others have had their period of favour followed by periods of 
eclipse or disuse. Plasters and pastes have had considerable use. 
The very magnitude of the growing pharmaceutical list indicates 
die absence of any outstanding drug. Many practitioners use some 
particular drug that they feel, in their hands, is of definite value. 
If so, it would be advisable to keep to it, provided it does no harm. 
Recently, at the Mayo Qinic, H. J. Moersch {Proceedings of the 
Staff Meetit^s of the Mayo Clinic^ March 28, 1934, ix, 187) has 
used ergot in the treatment of pneumonia. Ergot is not new in 
the treatment of this disease, as records of its use have been found 
as far back as 1858. The early reports were encouraging, but for 
some unknown reason, perhaps due to the fact that it was not gene¬ 
rally appreciated that ergot will deteriorate with time and lose its 
efficacy, reference to its use in pneumonia disappeared from the 
iterature about thirty years ago. The action of ergot in pneumonia 
is not known, for its exact physiological action on the pulmonary 
circulation is uncertain. It has been thought to constrict the pul¬ 
monary vessels, thereby making them less permeable, and preventing 
the ready passage of fibrin into the alveoli. Furthermore, in the 
presence of constriction of pulmonary vessels, pulmonary toxins 
would not be able to pass as readily into the general circulation. 
If the drug returns to use for pneumonia, the most efficient dose, 
form and method of adminisoation will have to be established. 
The fluid extract of ergot and ergotole have been used by the 
author. The latter is a sterile preparation which can be given 
either by mouth or subcutaneously, and is also thought to produce 
less nausea than the usual preparation. The dose has varied from 
15 to 40 minim s every one to two hours for twenty-four hours. 


THE TREATMENT OF MUCOUS COLITIS 

A. F. Hiurst said {Proceedings of the Royal Society of Medicine, 
April, 1934 , xxvii, 677 } that when he was invited to open a discussion 
on the treatment of mucous colitis he was at first inclined to reply : 
“ There is no such thing as mucous colitis, so I cannot open a 
discussion on its treatment.” On reconsideration, however, it 
occurred to him that he might instead attempt to explain why he 
objected to the diagnosis of mucous colitis and at the same time 
point out what disorders of the colon seemed most suitable for 
physiotherapy. The most common chemical irritants of the colon 
were purgatives. As they led to purgation by irritating the colonic 
mucous membrane, they naturally also called forth an excessive 
secretion of mucus, whidh contained no leucocytes or red corpuscles, 
and endoscopy showed no abnormality in the appearance of the 
mucous membrane. The mucus protected the mucous membrane 
so efficiently that actual colitis only resulted when very large doses 
of purgatives had been taken for very long periods. In such cases 
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the diarrhcea induced by the purgatives persisted when their use 
was discontinued. It was dear, therefore, that excess of mucus 
with soft or liquid fseces in a patient taking aperients did not justify 
a diagnosis of mucous colitis. Another common cause of chemical 
irritation of the colonic mucous membrane was the use of irritating 
suppositories, enemas and douches. Glycerine suppositories and 
enemas, though useful under exceptional conditions, always called 
forth an abundant secretion of mucus, unaccompanied, however, 
by any evidence of proctitis. Soap enemas and all kinds of medicated 
enemas and douches gave rise to similar, but often less intense, 
irritation. Most naturd waters used for douching at spas had also 
a slightly irritating action, though, if isotonic, this might be negligible. 
Normal saline solution was almost the only fluid which did not as a 
rule stimulate the secretion of mucus. Very exceptional cases of 
true mucous colitis did exist, in which the patient passed liquid 
stools mixed with excess of mucus, containing excess of leucocytes 
and sometimes a few red corpuscles, and in winch the sigmoidoscope 
showed that inflammation was present, though not suffidenuy 
severe to be regarded as an early stage or a mild form of ulcerative 
colitis. There were, however, many men and women with uncom¬ 
fortable colons, colons which were organically normal but 
funcdotudly inefficient; these patients were very difficult to treat by 
drugs alone; their condition was often the result of abuse of aperients, 
occasionally the abuse of enemas, and a similar irritable colon was 
a very common sequel of intestinal infections, especially those 
contracted in the tropics, and might persist for years after the 
specific d 3 rsenteric or other organism has disappeared from the bowel. 
Muco-membranous colic and the various forms of colon spasm, 
which were not secondary to some organic disease, such as ulcerative 
colitis or diverticulitis, might be included in this group. All such 
cases were suitable for physiotherapy. 

Geoffrey Holmes of Harrogate said he had on several occasions 
seen cases of mucous colitis improve wonderfully after a bismuth 
meal or barium enema given for X-ray purposes. It did not appear 
to be generally known that bismuth salts when given with a sufficient 
quantity of bromide did not cause constipation. He had found 
ten grains each of bismuth salicylate and bismuth subnitrate, sus¬ 
pended in a mixture with fifteen grains of potassium bromide and 
a little sal volatile, taken three times daily before meals, most effective 
in relieving gastritis and colitis accompanied by general abdominal 
tenderness and spasm of the colon. The comparatively few cases 
of early mucous colitis which had come under his care dl cleared 
up satisfactorily with rest, warmth, a bland diet and prescriptions 
similar to the above. In foe more chronic cases the patients usually 
tolerated a diet containing a fidr amount of roughage and both the 
general health and the condition of the colon improved more quickly 
on an all-round diet than on a milk and fiuinaceous diet, which has 
not infrequently been adhered to until the patient lud become 
antemic. The drugs he had fotmd most useful were bromides, 
belladonna, hyoscyamus and codeia as sedatives and antispasmoffics, 
and kaolin and sidicylates for their detoxicating properties. The 
great majority of his cases were treated, however, with saline sulphur 

ZZ ** 




724 


THE PRACTITIONER 


waters, internally and for intestinal lavage. The things that mattered 
most in giving intestinal lavage were &e composition, temperature, 
amount, pressure and frequency of the injection and the skill (Xf the 
person administering the treatment. The volume of the injection 
was very important and it should be a rule to dbeck the flow imme¬ 
diately when pain was felt. It had been said that intestinal lavage 
was more likdy to cause than to cure colitis. While this might be 
true when irritating substances such as soap and turpentine were 
used in enemas, or when the technique of administration was faulty, 
intestinal lavage with suitable waters followed by warm immersion 
baths with hyperthermal under-current douching was often most 
helpful in clearing up the condition in obstinate cases. 


THE SELENIDE TREATMENT OF CANCER 

A. T. Todd, who is assistant physician to the Bristol Royal 
Infirmar y, has published [British Journal of Surgery, April, 1934 , 
xxi, 619 ) an article on the selenide treatment of cancer. He reports 
two series of cases, the first consisting of 93 cases, of which 18 dropj^d 
out for various reasons, 5 cases are still receiving treatment, leaving 
70 to which treatment was given. Of these 70 cases, 23 had 
quite inadequate treatment, the average duration being only 6 
weeks; that is, they were extremely advanced cases which would 
not have been accepted if any selection had been made. If 
they are excluded, there remain 47 cases in which treatment 
has been adequate; in 29 cases treatment has faded in the end, 
and all are dead. This leaves 18 cases, of which 15 are discharged 
as apparent cures. Then 3 cases, apparent cures, have died from 
influenza in 2 instances and street accident in i, in which autopsy 
disclosed no growth. That is, of the whole series, apparent cure 
has resulted in 20 per cent. Excluding the cases still on treatment 
and those which gave up, the figure rises to 26 per cent. If only 
the cases which received adequate treatment are counted, the figure 
rises to 38 per cent. Series two, of those treated since September 
1932 , is more diflicult to assess; there are 62 cases. Selection has 
been made, but only as regards mentality and ability to attend. 
Of these cases 12 have started treatment too recently for any decision 
to be made. Then, in spite of the selection, 7 cases dropped out; 
one was doing reasonably well. Inadequately treated cases number 
15 , average duration of treatment being 4 weeks. This leaves 28 
cases to which adequate treatment has been given. Of these, 
12 are dead, 4 are still receiving treatment, but are doing badly; 
9 are doing w^, amongst them being several who are being observ^ 
prior to (fischarge; thme cases have been discharged as apparent 
cures. That is, the results are at least as good as in first series. 
Todd states that these figures do not give quite a true picture of 
the results, for many of the cases reported as failures showed some 
good results. The idea behind Todd’s work is that the defensive 
m^rhflnism of the body against a neoplasm can be stimulated by 
colloids combined with radiotherapy. The technique which he 
employs is described by him as follows : The patient is warned that 
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treatment \nll be prolonged, extending over years, if the result is 
favourable; a weekly attendance mil be necessary. Ifhe cannot engage 
to do this, then he is not accepted for treatment. Carcinoma of the 
alimentaiy tract with hepatic metastases is only accepted if the 
primary is capable of removal, for while primary colon requires 
ni^ dosage, hepatic metastasis requires low dosage. Other than 
th^, no selection is made, and until recently no selection whatever was 
made. Every case has to be guaranteed untreatable and to be free of 
diagnostic doubt. When surgical removal of a reasonably large part of 
the mass is regarded as a fairly safe procedure, the patient is referred 
back to the surgeon for what is called the “ toilet operation ”; this 
is especially desirable in septic fungadons, for sepsis causes fdse 
reaction and one is impeded in assessing true reactivity. Next, 
tests of blood and reactivity, purely for research purposes, are made, 
and then the patient is started on ^e medicinal and other treatment. 
Each patient takes ^ gr. of dry thyroid extract once daily; three 
to six drops of radiostoleum daily; three doses of mist. cald. thio¬ 
sulphate (sol. calc, thiosulphate, 50 per cent., min. 40; glucose 
gr. 20; M. caryoph. (1-7) half fluid oz.; water to one fluid oz.; 
this replaces the older mist, calci. chlorid. db.) plus 5 gr. of sodium 
iodide after meals. If pain is experienced, &e patient is given 
aspirin, tab. amidopyrin co. (B.D.H.), allonal,or the other analgesics, 
the morphine group excepted. As a last resort heroin is given, but few 
cases respond unless its administration can soon be stopped. Many 
of the patients have been on large doses of morphine before they 
come to hospital; as a rule the patients are soon able to discontinue it. 
The radiologist is asked to give a time for treatment, and approxi¬ 
mately forty-eight hours before this date an intravenous injection 
of SSe. (a new colloid of selenium and sulphur manufactured by British 
Drug Houses, Ltd.) is given. The amount of the initial dose varies with 
the size of the patient and the type of neoplasm. After forty-eight 
hours the patient is radiated, and the first treatment is over the main 
mass, or, if pain is present, over the painful part. The dose is repeated 
weekly un^ 12 Holtznecht units have been given. After each 
application X-ray reaction is looked for; if it is marked, the dose 
of X-rays is reduced the next time; if not present, and Ae colloid 
reaction was adequate, the X-ray dose is increased. When the f^t 
ionization course is over the patient begins alternation of colloids. 
For the first three weeks he is ^ven R.A.S. (a feebly radio-active 
selenide colloid), the first dose being about two-thirds ^e amount of 
his last dose of SSe. If marked reaction follows, the second is 
lessened. After this three weeks, he has alternately one week SSe. and 
the next R.A.S. This alternation is to permit a slow progressive 
ionization from the radiation of the R.A.S. If progress is in doubt, 
or signs of extending growth appear, he is again started on ionization 
ftona X-rays. If progress appears to be satisfactory, altematioti 
continues, and after nine montiis no colloids are given. So far, no 
discharged case has ever returned with active disease of the type 
originally treated. 
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REVIEWS OF BOOKS 

The Anamias. By Janbt M. Vaughan, D.M., M.R.C.P. With 
Notes on Nonnd and Pathological Erythropoiesis by Hubert 
M. Turnbull, D.M., F.R.C.P. Oxford Medical Publications. 
London: Humphrey Milford, 1934. Pp. xii and 248. Illus¬ 
trations 24. Price I2S. 6d. 

This is a most valuable and timely review of modem knowledge 
on the rapidly changing subject of anemia, based on nine years* 
work and presented with a wise absence of dogmatism. This asset 
is increased by the collaboration of Professor Turnbull, who has 
contributed much from his store of pathological experience. After 
his account of the anatomy of normal erythropoiesis based on 
examination of the red marrow in the femurs in no less than a 
hundred and twenty-nine apparendy healthy subjects killed acci¬ 
dentally, Dr. Janet Vaughan deals with the difficult problem of the 
classification of the anemias; the recognized three main divisions 
of anemia, due to (i) failure or abnormality in production, termed 
here dyshemopoietic, (ii) excessive loss of blood, and (iii) excessive 
hemolysis, are subdivided up into a large number of groups. Thus 
the section devoted to the imexplained dyshemopoietic anaemias 
begins with an account of idiopathic aplastic anemia which Professor 
Turnbull, in his description of the morbid changes, considers covers 
cases of difierent etiology having in common a loss of red bone 
marrow, but the reduction is less microscopically than would appear 
probable from naked eye examination. This division of unexplained 
dyshemopoietic anemia also contains a sub-section “ erythroblastosis 
foetalis,” which includes congenital hydrops foetalis, congenital 
anemia of the newborn, and icterus gravis neonatorum; the last 
has now, mainly as the result of the work of L. G. Parsons and his 
colleagues at Birmingham, been shown to be characterized by a high 
proportion of immature red cells in the blood, and to be, as acholuric 
jaundice was years ago proved to be, a disease of the blood-forming 
organs and not of the liver. The account of the haemolytic anaemias 
contains an admirable description of acholuric jaundice, of which the 
author has examined eighteen cases in ten families; the morbid 
anatomy is exhaustively considered by Professor Turnbull. It is 
pointed out that it and sickle cell anaemia may in the future, as has 
Addisonian pernicious anaemia, have to be transferred from the 
haemolytic to the dyshaemopoietic anaemias. The last chapter is 
devoted to the two unclassified anaemias—splenic and von Jaksch’s 
anaemia. Although in this review attention has been directed to the 
fundamental questions of pathology and classification, the practitioner 
will find that the practi<^ aspects of diagnosis and treatment are 
presented with equal efficiency. 

The Relief of Pain in Childbirth. By F. Neon Reynolds, 
M.C.O.G., F.R.C.S.E. London: Medical Publications, Ltd., 
1934. Pp. 114. Price los. 6d. 

During the last five years great attention has been paid to the 
subject of relief from pain during labour and it behoves everyone 
-practising obstetrics to do all tlut he can for his patient in this 
direction, for it will be, almost entirdy, fiom this angle that his 
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obstetric skill will be judged in private practice. Effiaent ante-natal 
care will do much to prevent the pain of a long labour, a point not 
in this book, but the various drugs which may be used 
during the first and second stages have been carefully analysed by 
the author, the advantages and dangers of each considered, so that 
the result of a great d^ of resear^ work is presented in a small 
volume and in a most helpful and practical way. Doubtless the 
author considers the time honoured “ potassium bromide and 
chlond hydrate ” inefScient, but as it is by far the commonest 
method used in the first stage, his readers would have valued his 
opinion, if only for the sake of comparison with other methods 
advocated. 

X-Ray and Radium Irguries: Prevention and Treatment. By 
Hector A. Colwell, M.B., Ph.D., and Sidney Russ, C.B.E., 
B.Sc. Oxford Medical Publications. Oxford University Pres? 
London: Humphrey Milford, 1934. Pp. xi and 212. Price 14s. 

This authoritative work by a medic^ man and a physicist, both 
with long experience in radiology, meets a very distinct need, for 
there is not any book dealing fully, as this does, with the characters, 
the prevention and the treatment of injuries caused by exposure to 
X-rays and radium. After Roentgen’s discovery of X-rays in 1895 
it was not long before their harmful effects became known; but many 
of the early pioneers were permanently damaged before the full extent 
and gravi^ of the lesions became recognized. It was not until 1922 
that the means of adequate protection were standardized, and this 
information and further skilled advice on this subject rendered 
widely available by the X-Ray and Radium Protection Committee. 
This volume is most appropriately dedicated by his two friends to 
the late Dr. Stanley Melville who started the Protection Committee 
and, with Professor Russ, was the honorary secretary imtil his death 
which took place just before this book was published. The harmful 
effects are f^y described under the headings of the various systems 
and organs of the body; that on the cutaneous lesions is naturally 
long, and contains the late Dr. Hall Edwards’ autobiographical 
account of his long and intense suffering. The account of the changes 
in the generative organs is also exhaustive and contains a section dealing 
with tile effects of radiation on the offspring of women X-ray 
workers, and one on the occurrence of sterility on male X-ray workers, 
which may be temporary. The last Chapter in the book is on X-ray 
and radium quackery which has been followed by misadventures, 
such as facial telangiectases, in persons treated for freckles, acne, 
and hairiness of the face in American “ beauty shops.” In an 
appendix the recommendations of the X-Ray and Radium Protection 
Committee are abstraaed. 

Essays on Chronic and Familial Syphilis. By Griffith Evans, M.A., 
D.M., F.R.C.S. Bristol: John Wright and Sons, 1934. Pp. 91. 
Figs. 13. Price 7s. 6d. 

Based on practical rather than on laboratory experience the author 
insists on the importance of syphilitic infection, especially when latent 
and otherwise fiir from obvious, in the causation of other and serious 
conditions. The absence of a positive Wassetmann reaction in 
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50 per cent, of latent cases is too often regarded as eliminating the 
root cause of sjunptoms, and evidence is brought forward to show 
the frequency wi± which digestive disturbances occur in latent 
syphilis; these cases respond to anti-syphilitic treatment unless 
inflammatory irritation of the nerve ganglia has gone on to fibrosis; 
but the s3rmptoms, which may imitate peptic ulcer, do not yield to 
ordinary treatment. He argues that achalazia is syphilitic in 
origin and that cancer is a common termination of latent syphilis. 
Syphilis is regarded as a pre-cancerous state and the Treponema 
pedUdum should be recognized as a carcinogenic agent and in the 
same light as shale oil. 

Ultra-Violet Therapy in Eye Disease. With a review of the action of 
other forms of radiant energy. By Frank W. Law, M.A., M.D., 
B.Chir., F.R.C.S., London: John Murray, 1934. Pp. 78. Price 
5 s. 

In the introduction to this monograph the author s umma rizes the 
physical properties of the electro-magnetic waves concerned in 
“ radiant energy.” As Medical Officer in charge of the Physico- 
thereapeutic department at the Royal London Ophthalmic Hospital 
he has enjoyed special experience in ultra-violet light therapy for 
certain diseases of the eyes. He describes the technique in general and 
local phototherapy, gives case records and surveys die results and 
conclusions to be drawn from these. The value of this treatment is 
critically reviewed and although his observations are tinged with a 
wholesome scepticism they show a realization of the value of this 
treatment in certain ocular disorders. In the section dealing with 
“ radium rays ” the author legitimately doubts the extravagant 
claims of certain observers, but his statement that “ experiments go to 
show that radium is of value in the treatment of tuberc^ous lesions of 
the conjunctiva, cornea and iris ” should be received with some 
reserve. The experimental work in connection with the effect of 
X-rays on the eyes, particularly the irradiation of developing eyes 
in utero, is briefly described, and there is also a short account of the 
clinical application of X-ra}^ in certain ophthalmic disorders and their 
pathogenicity. The effects of infra-red rays on the eyes are briefly 
discussed in the last section of this work. 

The Dermatergoses or Occupational Affections of the Skin. By 
R Prosser White, M.D. Fourth Edition. London: H. K. 
Lewis and Qo., 1934. Pp. xvi and 716. Figs. 72 on 66 Plates. 
Price 35s. 

This standard work, describing the trade processes, the responsible 
agents and their actions, first came out in 1915 and the final proofs 
of this edition were read by the author a few days before his death. 
The publishers have inserted a pleasing portrait and a sympathetic 
memoir of the author by Dr. W. £. Cooke, his colleague at the 
Royal Infirmary, Wigan. The term “ dermatergoses ” signifies skin 
diseases due to work, a subject on which Prosser White had a most 
extensive knowledge and experience. This is an en^dopsedic 
source of reference and must long hold the fidd in titis respea; 
it is exhaustivdy documented, and provided with two hundred and 
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seventy pages of index which being synoptical in fonn gives infonn- 
ation wUch often renders reference to the text unnecessary. This 
volume supplies an emphatic negative to a paper written by the 
author in 1922 under the title “ Do we neglect the industrial skin 
sufferer?” for nearly every page has about half a dozen footnote 
references to papers by dermatologists and others. 

The Science of Signs and Symptoms in Relation to Modem Diagnosis and 
Treatment. By R. J. S. McDowall, D.Sc., M.B., F.R.C.P.E., 
assisted by H. A. Dunlop, M.D., M.R.C.P. Third Edidon. 
London: William Heinemann (Medical Books), Ltd., 1934. 
Pp. XV and 542. Illustradons ii. Price 21s. 

That Professor McDowall’s dearly written work has met a 
definite need is proved by the rapidity with which it has passed into 
a third edition. But not content with such success, he has extended 
the scope of the correlation of clinical manifestations with physiological 
facts, and in so doing has had the assistance of Dr. Dunlop. The 
text is well and simply expressed and ±us attractive to the clinical 
reader, who from the skilful arrangement of the subject matter has 
a minimu m of trouble in finding the answer to his questions. In 
connection with cardiac effidency, it is pointed out t^t the effects 
of atropine have not been suffidently investigated as a means of 
estimating the cardiac reserve, for there is evidence that vagus tone 
is dosdy associated with the power of the heart to adapt itself to 
the increased venous pressure resulting from exerdse. The discussion 
on the importance of mental stress in the causation of persistent 
h3rpertension contains references to distinguished men who have 
thus been brought low, among them Lenin and Luigi, the London 
restaurateur. The up-to-date character of the third edition is 
obvious, and to take one example is shown by the indusion of large 
doses of sodium chloride in the treatment of Addison’s disease. 

Handbook of Therapeutics. By David Campbell, M.C., M.A., 
B.Sc., M.D. Second Edition. Edinburgh : E. and S. Living¬ 
stone, 1934. Pp. XX and 444. Figs. 72. Price 12s. 6d. 

This admirable handbook, which was first published in 1930, has 
been thoroughly revised and, in places, rewritten. New features 
indude an artide on the coeliac affection, nirvanol in chorea, atebtin 
in malaria, carbon dioxide as a respiratory stimulant, and the value 
of ketogenetic diets in septic infections of the urinary passages ana 
in epilepsy. A fuller discussion on the barbitone derivatives, 
however, would have been wdcome, and no mention is made of 
tile extended use of the gold salts in the treatment of rheumatoid 
artiiritis, nor of the non-specific protein substances, such as omnadin, 
which act without producing an initial general malaise or fever. 
Neverthdess, this book remains a valuable outline of modeili 
therapeutics, well suited to the needs of the junior practitioner. 

General Hamatologyi vnth Special Reference to the Child in Health 
and Disease. By W. M. Feldman, M.D., M.R.C.P. London: 
John Bale, Sons and Danielsson, Ltd. Pp. ii and 96. Figs. 7. 
Price 2S. 6d. 

This pocket monograph well maintains the standard set by this 
series, e^ted by Mr. Arnold Sorsby and Mr. Maurice Sorsby, for 
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it gives a very comprehensive accotmt of the blood. Thus it dearly 
and succinctly deals with the properties, the normal and die atoormal 
composition, the therapeutic uses and the biological and sodological 
aspects, of the blood. A chapter is devoted to a general consideradon 
of the diseases of the blood in which a new (Ossification is given 
with two main headings, abnormal condidons of (a) the formed 
dements, and (2)) the plasma, the former being divided into quandta- 
dve and qualitadve categories. The chapter on the blood in treatment 
describes transfusion of the blood and the uses of blood serum, and 
is followed by a smnmary of the bacteriology and parasitology of the 
blood. The conduding chapter, on the biologic^ and serological 
aspects, ^ves an account of the Mendelian transmission of group 
factors, with interesting examples of the pracdcal applicadons of this 
knowledge, such as (lispute<i parentage, idendficadon of a baby, 
the diagnosis of idendcal twins, and the case of an impostor (Claiming 
to be the “ long-lost child.” 

International Medical Group for the Investigation of Contraception. 

Fifth Issue. Edited by C. P. Blacker, M.C., M.D. London: 

Nadonal Birth Control Assodadon, 1934. Pp. 95. Figs. 30. 

Price 2S. 

The fifth annual report contains arddes giving the most recent 
informadon from the United States of No^ America, Denmark, 
Germany, Russia, and Great Britain. In his Foreword, Dr. Blacker, 
the chauman of the Intemadonal Group for the Invesdgadon of 
Contracepdon, points out that during ±e last two years discussions 
on birth control have been focused upon pracdcal rather than on moral 
issues. He also contributes the report from this country, whi(± 
occupies more than half the text and deals with stadsdcs, research 
into chemical spermiddes, and other subjects. The report about 
Germany was written in Switzerland, as the secretary of the sodety, in 
some ways analogous to the Nadonal Birth Control Assocdadon, has 
had to leave Germany. That sodety was suppressed by the Nazi 
Govenunent and a special “ Increase of Populadon ” department 
created to advocate unlimited propagadon, because a falling birth rate 
would endanger the existence of the German Nadon and also on the 
groimd that “ the shortage of children is pardy responsible for 
unemployment.” 

Wine and Food. A Gastronomical Quarterly. Edited by Aviosi 

L. Simon. Spring Number, 1934, No. i. London: Simpkin 

Marshall. Price 2s. 6d. 

The medical profession should wdcome the appearance of the 
first number of ^e quarterly journal of the Wine and Food Sodety, 
one of the objects of which is to improve the standard of cooking 
in this country. The opening ardde is entided “ Our bedrugged 
lives,” by Professor Henry E. Armstrong, F.R.S., and succeecfing 
arddes are on such subjects as “ Golden Sautemes,” “ English 
Cheese,” and “ The 1933 Vintage,” while a vivid and succulent 
accoimt is given of the tot five meetings of the sodety, of which 
the secretary is Mr. A. J. A. Symons, 6, Litde Russell Street, 
London, W.C.i. 
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NOTES AND PREPARATIONS 

BRITISH HEALTH RESORTS ASSOCIATION AT HARROGATE 

A conference of the British Health Resorts Association was held 
at Harrogate on May iith, 12th and 13th simultaneously with die 
Annual General Meeting of the Physicd Medicine Section of the 
Royal Society of Medicine. The use of spa and hydro-therapeutic 
treatment in diseases of the liver and the skin was the topic of 
discussion at a joint conference. The discussion on “ The use of 
spas in diseases of the liver ” was opened by Professor W. Langdon 
Brown, Re^^us Professor of Physic at Cambridge, who reviewed 
recent additions to the knowledge of the functions and diseases of 
the liver. He was followed by Dr. J. W. McNee, Dr. Wilfrid 
Edgecombe and Dr. Curds Bain. Mr. C. D’Oyly Grange, President 
of the Harrogate Medical Society and Dr. Curtis Bain made a plea 
for more specialization among the British spas, which were indmed 
to suffer the reproach that although their waters were widely 
different in composition and effect they all undertook to cure the 
same diseases. Dr. Curtis Bain said that the waters of Harrogate 
were a powerful cholagogue and a timely visit to Harrogate might 
avert a future operation for gallstones. Professor D. P. D. WiMe 
spoke of the value of preliminary spa treatment in operations on 
the biliary passages, and Dr. Man&on Bahr’s remarks on the new 
era in tropical medicine were received with much interest. At the 
afternoon session, Harrogate waters in connection with skin diseases 
of various types were discussed, and it was agreed that their use 
had been amply proven. Papers were read by Dr. S. E. Dore, 
Dr. H. Haldin-Davis, Dr. F. A. Beam and Dr. Bertram Watson. 

BRITISH INDUSTRIES HOUSE : MEDICAL SECTION 

The institution of a comprehensive medical buying centre in the 
heart of London was briefly referred to in the March issue of 
The Practitioner (page 416). This is situated in British Industries 
House, near Marble Arch, and has a medical advisory council of 
wMch Dr. Alfred Cox is the chairman. Much progress has now 
been made, and the centre will be offlcially opened on July 18, the 
day prior to the opening of the Aimual Meeting of the British Medical 
Association at Bournemouth. There can be no doubt as to the 
potential importance of this new venture, and it is receiving influential 
support from the most prominent medical organizations. It should 
prove invaluable not only to hospital authorities responsible for 
spending thousands of pounds on equipment and stores, but also to 
the general practitioner, who wishes to purchase up-to-date instra- 
ments, Wdages and splints for use in his own practice, and who 
will find at British Industries House the products of the prindpd 
British firms conveniently and attractively arranged under one roof. 

GLUCOTEST SOLUTION 

Glucotest Solution B.D.H. is made by the British Drug Houses, 
Ltd. (Graham Street, London, N.i), and provides a simple, rapid, 
and accurate method for determining the amount of sugar in urine. 
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The result niay be expressed eidier as a percentage or in grains per 
fluid ounce. The g^ucoiest method is not only of great value to 
practitionersy but is so simple that patients may readily be instructed 
m its use. The method possesses definite advantages over other 
alkaline copper test reagents which are commonly used for the 
determination of sugar in urine. Of the older reagents the most 
popular is probably Benedict’s (quantitative) solution, which shows 
a colour change from blue to white during the titration. Glucotest 
solution shows a similar change in colour, but the coloiu: of die 
reagent is a much deeper blue and the change from an intensely blue 
liquid to a white suspension is very much more distinct, making the 
end-point considerably sharper. A further advantage of the glucotest 
method is the introduction of the glucotest powder, which completdy 
eliminates the “ bumping ” or explosive ebullition which is often 
troublesome and anno3ring with other methods. Moreover, the 
powder makes the colour change more definite at the end-point. 

SAGRAOOL 

Sagradol is a new laxative, a combination of a liquid paraffin 
emulsion with cascara sagrada and aromatics, made by the Angier 
Chemical Co., Ltd. (86, Qerkenwell Road, London, E.C.i), the 
manufacturers of the well-known Angler’s emulsion. As the liquid 
paraffin softens the fsces and increases bulk and the cascara sagrada 
is a tonic laxative which stimulates peristalsis without forming a 
cathartic habit, this combination is one well calculated to be of vdue 
in the treatment of constipation. The preparation has a pleasant 
taste, and can be prescribed with confidence to young and old dike. 

SYRUP MINADEX 

Syrup Minadex is manufactured by the Glaxo Laboratories 
(56 Osnaburgh Street, London, N.W.i), and may be described as a 
threefold tonic: first, it contains iron, which is activated with traces 
of copper and manganese to enhance its blood-enriching power; 
seconffiy, it is combined with glycero-phosphates of cddum, 
potassium and sodium; and, thirdly, it has a high content of 
vitamins A and D, which serves to overcome epithelial infections and 
other deficiency disorders. Originally planned for infants and 
children, S3mip minadex contains none of the alkaloids that create 
an illusory sense of well-being but have no real therapeutic action. 
Minadex appears to be a desirable tonic for patients of all ages; 
and for children its very pleasant flavour is a social advantage. 

EU ULLY AMD COMPANY 

The weU-known American manufacturers of pharmaceutical and 
biological products, Messrs. Eli Lilly and Ck>mpany of Indianapolis, 
U.S.A., has established itself in London with the British private 
company, Messrs. Eli Lilly and Company, Ltd., at 2, 3 and 4 Dean 
Street, W.i. The house of Eli Lilly has a very high reputation in 
America for its ethical standards and has, indeed, contributed not 
a little to medical progress. 
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